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NEPHRECTOMY—ERASTUS B. WOLCOTT 


/YNHE ease and comparative 
safety of the present-day 
operations of nephrotomy 

and nephrectomy but feebly mir- 

ror the position of surgery of the 
kidney a century ago. Samuel 

Cooper! in his Dictionary of Prac- 

tical Surgery” defines nephrotomy 

as “an operation of cutting a 

stone out of the kidney; a pro- 

ceeding which perhaps has never 
been actually put into practice.” 

Numerous instances are recorded 

of the extraction of kidney stones 

from abscesses about the kidney 
pointing on the external surface 
of the body, and Cooper notes 
with regard to cutting into the 
kidney, ‘that the deep situation 
of this viscus will always be a strong objection 
to the practice.” In the Philosophical Trans- 
actions for 1696, Charles Bernard* details the 
case of a Mr. Hobson, English consul at Venice, 
successfully operated upon for a kidney stone 
by Marchettis* of Padua in a two-stage opera- 
tion with final incision into the kidney and 
the extraction of several stones. Garrison quotes 
Neuburger’ to the effect that Giuseppe Zam- 
beccari, a pupil of Francesco Redi (1626-1697), 
‘Samuel Cooper, 1781-1848. 
*Fifth edition, London, 1825. 
8Charles Bernard, 1650-1711, surgeon to St. Bartholomew’s Hospital, 

1086; serjeant-surgeon to Queen Anne, 1702; master of Barber Surgeon's 

Company, 1703. 

‘Dominicus de Marchettis, 1626-1688, who first demonstrated the 


capillary connection of arteries and veins. 
*Med.-Chir. Centralblatt, Vienna, 1896, xxxi, 368. 


Erastus B. 


performed experimental nephrec- 
tomies on dogs. In a paper be- 
fore the Medico-Chirurgical So- 
ciety of London,*® Thomas Smith 
advocated an incision reaching 
the pelvis of the kidney for the 
purpose of removing renal cal- 
culi. Smith outlined a technique 
which does not differ essentially 
from that of today. His paper 
was purely theoretical, however, 
inasmuch as he had not per- 
formed the operation which he 
described. 

The first nephrectomy on a 
human being was that performed 
by Erastus B. Wolcott of Mil- 
waukee, Wisconsin, on June 4, 
1861. The report’ of the opera- 
tion was written by Dr. Charles L. Stoddard of . 
East Troy, Wisconsin, and published in The Phil- 
adel phia Medical and Surgical Reporter.’ The case 
occurred in the practice of Dr. Stoddard in the 
vicinity of East Troy’ and Dr. Wolcott, the 
leading surgeon of the area, was called in con- 
sultation. 

Dr. Charles L. Stoddard was born in Buffalo, 
New York, in 1836. He was orphaned at the early 
age of twelve years, his father and mother dying 
of Asiatic cholera. He attended the Pennsylvania 


, “j Nephrotomy as a Means of Treating Renal Calculus,” Transactions, 
fol. 34, 1869. 

7 Case of Encephaloid Diseases of the Kidney, Removal, etc.” 

#1861-62, Vol. 126. 

*Personal communication from Dr. Charles H. Stoddard of Milwaukee, 
Wisconsin, son of Dr. Charles L. Stoddard. 

10 rom a portrait in possession of the Milwaukee Academy of Medicine. 
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Case of Encephaloid Disease of the Kidney, 
Removal, &c. 
By Cuaries L. Stopparp, M.D., 
Kast Troy, Wisconsiu. 

On the 4th of June last, I was invited to assist 
Dr. E. B. Wolcott, of Milwaukie, in the re- 
moval of a tumor from the abdomen of Mr. J., 
aged 58 years. On examination we found that 
the patient was a tall, anemic looking man of 
a peculiar cast of countenance, indicative of 
of serious organic disease. He stated that 
he was of healthy parentage, and had good 
health until the appearance of the tumor six 
years before that time. The physician, in at- 
tendance stated, that from the first appearance 
of the disease, some irritation of the urinary 
organs had existed, but what the deposits were 
we were unable to learn, as no reliable chemi- 
cal or microscopical evidence was presented. 
It was probuble, however, from the statements 
made that an albuminous deposit was the prin- 
cipal one. 

We found the tumor to be large, filling 
the right hypochondriac region, and pressing 
the abdominal parietes forward about two inches 
from their natural level. On palpation it was 
evident that it was semi-solid, having a pedi- 
cular attachment, apparently to one of the sulci 
of the liver, with a more extensive attachment 
to the posterior parietes. 

Having no reliable data to form a diagnosis 
other than the present state, after duly con- 
sidering the patient’s anxiety, .and his de- 
privation of general health, we concluded 
that an operation offered the only chance of 


ultimate recovery; at the same time we stated 
to the patient and his friends, that the ope- 
ration was a serious one in his state of health. 
Our conclusion was, that we had here a cystic 
tumor of the liver, pressing on the kidney and 
producing irritation sufficient to account for the 
albuminous deposit. After the administration 
of chloroform, Dr. Wolcott proceeded to the 
removal of the tumor by making an incision 
diagonally across it down to the peritoneum, 
which we found to be very. much thickened and 
slightly attached to it. He next made an inci- 
sion into the tumor, which we found to be an 
encephaloid mass. He then proceeded to free 
it from its extensive posterior attachments, after 
which he found that the superior attachment 
was a very dense cord-like structure, about an 
inch in circumference, and apparently pro- 
ceeding from the posterior part of the liver. 
Carefully tying the pedicle, he severed this con- 
nection with the knife and, after removing 
foreign matter carefully from the abdomen, 
brought the edges of the wound together with 
common sutures and adhesive strips, which 
was the only dressing used. After the patient 
was free from the effects of chloroform, mor- 
phia and camphor were administered in suffi- 
cient quantities to quiet irritation and produce 
sleep. 

The tumor weighed about two and a half 
pounds, and on incising it freely, we found un- 
doubted evidence of its being a kidney, from a 
small portion of its upper portion, which had 
not degenerated, showing the tubules and a 
portion of the pelvis of that. 

The patient lived fifteen days after the opera- 
tion, and died, apparently from exhaustion, 
caused by the great amount of suppuration 
which necessarily followed. 


Facsimile of Dr. Stoddard’s original report of Dr. Wolcott’s case 
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Medical College' in Philadelphia, 
from which he graduated with 
the degree of M. D. in 1860, sub- 
sequent to which he served a 
residency in the Philadelphia 
General Hospital (Blockley). He 
first located at Erie, Pennsyl- 
vania, removing to Wisconsin in 
1865, where he served successive- 
ly, as physician and surgeon, the 
communities of East Troy, White- 
water, and LaCrosse. Later in 
life he removed to San Bernard- 
ino, California, where his death 
occurred in 1901. 

Dr. Erastus B. Wolcott? was 
born October 18, 1804, in Benton, 
Yates County, New York. His 
parents were from Litchfield, Connecticut. He 
commenced the study of medicine when about 
eighteen years of age, under the direction of Dr. 
Joshua Lee, a prominent practitioner of central 
New York. Subsequent to a period of practice 
chiefly in South Carolina, he entered (1830) the 
College of Physicians and Surgeons of the Western 
District of New York® at Fairfield, receiving his 
M. D. degree in 1833. On January 1, 1836, he was 
appointed assistant surgeon in the United States 
Army, and not long thereafter was ordered to the 
Post at Mackinaw, where he married the-daughter 
of Michael Dousman, a fur trader. Fort Macki- 
nac,* built by the French in 1712, came into pos- 
session of the United States by the Treaty of Paris 
in 1783; was captured by the British in 1812 and 
restored to the United States by the Treaty of 
Ghent in 1815. From 1820 to 1840 it was one of 
the principal stations of the American Fur Com- 
pany. The post was evacuated by the United 
States troops on June 10, 1837, though subse- 
quently re-occupied. Dr. Wolcott resigned his 
army commission April 15, 1839, and settled in 
Milwaukee,® Wisconsin, where he practiced his 
profession until his death, January 5, 1880. His 


CuHar-es L. 


'Pennsylvania Medical College organized in 1839 as the Medical 
Department of the Pennsylvania College at Gettysburg, by Dr. George 
McClellan. In 1859, it merged with the Philadelphia College of Medicine 
and Surgery. It closed in 1861 on account of the confused state of the 
country, and the desire of many of the professors to enter the medical 
staff of the army. 

2Data from an obituary of Erastus B. Wolcott, M.D., of Milwaukee, by 
John H. Bartlett, M. D. (1816-1889). Transactions of the State Medical 
Society of Wisconsin, Vol. XV, Milwaukee, 1881. See also “The First 
Nephrectomy, etc.,” M. B. Tinker, J. H. H. Bull., Aug., rgor. 

’This institution, known as the “Fairfield Medical School” was 
founded in 1812 and flourished for twenty-seven years, during which 
period it granted degrees to 589 graduates besides giving instruction to 
more than 3,000 students. Among its graduates were many leaders 
of American medicine, including Daniel Brainard (1812-1866) who 
founded Rush Medical School in Chicago; and Nathan Smith Davis 
(1817~1904), the father of the American Medical Association. 

‘Latitude 45° 51’ north, longitude 85° o5’ west. 

5In 1839 the population was about 700 with ten physicians. 

6F rom portrait owned by hisson, Dr. Charles H. Stoddard of Milwaukee. 
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first wife died in 1860, and in 
1869 he married Laura J. Ross, 
M. D., one of the early women 
graduates in medicine. 

Dr. Wolcott was a prominent 
member of the early Territorial 
and State Medical Societies. He 
was also one of the members 
of the Milwaukee County Med- 
ical Society at the time of its 
organization in 1846, and was 
present when it reorganized in 
1879 after a long interval of in- 
action. He was among the orig- 
inators of the first local soci- 
ety, the Milwaukee City Medical 
Association in 1845. At the time 
of his advent in Milwaukee, Dr. 
Wolcott brought a good reputation as a sur- 
geon, which deservedly increased with the passing 
years. He possessed keenness and quickness of 
perception; was a neat and dextrous operator, 
prompt in action, fertile in expedient; untiring in 
care and attention. Dr. Wolcott was not only 
actively engaged in his profession, but held many 
offices of trust and honor in the city and state. 
He was made Surgeon-General of the State militia 
in 1842 and Major General of the first division of 
Wisconsin militia in 1846; a member of the Board 
of Regents of the State University in 1850; a 
member of the Board of Trustees of the North- 
western Mutual Life Insurance Company (or- 
ganized in 1857) in 1858, and soon after became 
its first consulting medical director. He was ap- 
pointed one of the Trustees of the State Insane 
Hospital in 1860, and a member of the Board of 
Managers of the National Homes for Disabled 
Soldiers in 1866, which position he retained until 
his death. Immediately after the attack on Fort 
Sumter, he was appointed Surgeon-Genéral of the 
State and traveled much to further the interests 
of the troops, visiting them on various battle- 
fields. In 1867 he was appointed one of the 
Representatives of Wisconsin at the International] 
Exposition in Paris. 

We must, however, regard the work of Gustav 
Simon (1824-1876) of Heidelberg as laying the 
scientific foundation for the operation of ne- 
phrectomy. A distressing case of urinary fistula, re- 
sulting from ovariotomy, having come under his 
care, and all resources having failed to relieve the 
patient, the advisability of extirpating the kidney 
suggested itself. Before, however, such an opera- 
tion could be resorted to, it was necessary to 
ascertain whether or not it was consistent with 
life to suddenly withdraw the function of one 
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kidney and throw the entire labor upon the other. 
Pathological records afforded many instances in 
which one kidney had been gradually rendered 
functionless by slowly progressing disease, and 
where compensatory hypertrophy had gradually 
become established without disturbance. But 
whether sudden withdrawal of one kidney would 
be tolerated had still to be proved by experiment 
upon animals. For the purpose of clearing up this 
point, Simon performed fifteen nephrectomies upon 
dogs, and found: (1) that the greatest risk of 
death was from peritonitis; (2) that primary and 
secondary haemorrhage were less to be feared than 
he anticipated; (3) that pyemia and embolism 
were not met with in a single case; (4) that the 
effect upon the elimination of the renal excretion 
was not such as to lead to symptoms of uremia; 
(5) no albuminuria or hypertrophy of the heart 
resulted from the operation; and (6) the remaining 
healthy kidney within a short time increased in 
size, and was soon competent to perform the 
double duty suddenly imposed upon it. These 


results encouraged Simon to perform nephrectomy 
in 1869, eight years later than Wolcott. But, as 
Garrison! says: “He killed his second patient by 
sepsis from a digital exploration.” 

Dr. Wolcott’s nephrectomy was, as the account 
shows, an operation of necessity. No clear-cut 
diagnosis was possible and only on subsequent 
examination was the removed tumor mass found 
to be a diseased kidney. It will be noted that the 
patient died fifteen days after the operation 
“apparently from exhaustion, caused by the great 
amount of suppuration which necessarily fol- 
lowed.” Nevertheless this operation may be 
looked upon as marking a milestone in surgical 
progress. The prompt publication of Dr. Stod- 
dard’s report in a Philadelphia journal advised 
the surgical world of the feasibility of nephrectomy 
performed via the laparotomy route, although, 
at the time, this patient and all those similarly 
situated faced that relentless surgical enemy— 
infection. 


‘History of Medicine, third edition, p. 531. 
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ABSTRACTS OF CURRENT LITERATURE 
SURGERY OF THE HEAD AND NECK 


HEAD 


Todd, H. C.: Aseptic Cavernous Sinus Thrombosis. 
Arch, Otolaryngol., 1928, viii, 138. 

Todd states that lateral sinus thrombosis is the 
result of extension by contiguity of tissue. Following 
inflammatory processes within the temporal bone 
due to infection, the membranous sinus becomes sur- 
rounded by inflammatory tissue and frequently lies 
in a pool of pus. The inflammation then involves the 
vein, causing the intima of the vessel to throw out 
a sticky exudate which picks up the red and white 
blood corpuscles and other constituents of the blood 
and forms an aseptic thrombus. If the pus is not re- 
moved by prompt operation, the vessel walls soon 
soften. When this occurs the surrounding bacteria 
readily penetrate them and the thrombus becomes 
infected. A new syndrome is then presented and the 
blood picture is that of bacteremia. If operation is 
not performed at this time, the infected thrombus 
begins to break down and the symptoms and blood 
picture are those of septicemia. 

Todd believes that all lateral sinus thrombi are 
aseptic during the formative period, and that lateral 
sinus thrombi are not formed as the result of the 
direct passage of micro-organisms into the lateral 
sinus or of an infected embolus into the sinus. 

He reports a case in which the patient developed 
first a mild infection of the sphenoid sufficient to 
cause inflammation of the contiguous cavernous 
sinus and the intima of the cavernous sinus threw 
out sufficient exudate to pick up the red and white 
blood cells and blood platelets to produce a thrombus. 
However, as the sphenoidal sinus has a rather large 
opening for natural drainage and sphenoidal infec- 
tion always tends to become cured spontaneously, 
resolution took place before the infection had broken 
down the membranous walls of the cavernous sinus 
and allowed the bacteria to infect the thrombus. 

Morris H. Kaun, M.D. 


Maybaum, J. L., and Goldman, I. B.: Primary 
Jugular Bulb Thrombosis. Laryngoscope, 1928, 
XXXViii, 569. 

In primary jugular bulb thrombosis an infected 
thrombus is formed in the lateral dome of the jugular 
bulb. In the early stages, the lateral and sigmoid 
sinuses are not affected. The authors review the 
clinical aspects of the condition and report nine 
cases. 

Primary jugular bulb thrombosis should be con- 
sidered in the diagnosis of cases with a history of 
middle ear suppuration, a persisting septic tem- 


perature, and septicemia otherwise unexplained. 
It occurs most commonly in young children. The 
temperature ranges from 99 to 104 degrees F. The 
organism responsible, usually a haemolytic strepto- 
coccus, can be easily recovered from the blood 
stream. Of considerable value in the localizing of 
the affected sinus is a differential blood culture ac- 
cording to the method of Ottenberg. This technique 
calls for a culture from both internal jugular veins. 
The number of colonies grown from the culture of the 
sound side exceeds the number of colonies grown 
from the blood obtained from the affected side be- 
cause the obturating thrombus prevents the passage 
of organisms into the systemic circulation. 

Prompt surgical interference is imperative. The 
operation should be done with minimal trauma. 
Ligation proximal and distal to the thrombus should 
be done and the sinus curetted and drained. 

In the cases reviewed, operation revealed a 
sclerosed mastoid and an intact sinus wall which was 
gray and lusterless and contained an obturating 
thrombus. Antuony Sava, M.D. 


Borra, E.: Inflammatory Tumors of the Submaxil- 
lary Gland (Contributo allo studio dei tumori 
infiammatori della ghiandola sottomascellare). 
Policlin., Rome, 1928, xxxv, sez. chir. 345. 

Borra reports a case of recurrent inflammation of 
the submaxillary gland in a woman twenty-five 
years of age which began about five years ago with 
fever and difficulty in swallowing. At first, conserva- 
tive treatment caused the condition to recede, leav- 
ing only an induration of the gland, but in the last 
attack the swelling had not yielded to it. 

On its removal, the tumor proved to*‘be an in- 
flammatory neoplasm of the submaxillary gland, this 
being shown by small-cell infiltration. The opera- 
tion was followed by uneventful recovery. 

The etiology of inflammatory ‘tumors of the sub- 
maxillary gland is unknown. ‘Lu: neoplasms occur 
as a rule in adults and more frequently in males than 
in females. It is generally agreed that the inflamma- 
tion is of a bacterial nature, but the causative micro- 
organism has never been isolated. 

In the beginning, the condition is apt to be con- 
fused with a true tumor. However, the inflammatory 
tumor grows toward the skin rather than toward 
the floor of the mouth, grows more slowly than a 
true tumor, and does not affect the general health 
or cause gland metastases. Syphilis can be excluded 
by biological and therapeutic tests. 

If the inflammatory mass is removed, the prognosis 
is good. The only treatment is surgical. Removal 
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kidney and throw the entire labor upon the other. 
Pathological records afforded many instances in 
which one kidney had been gradually rendered 
functionless by slowly progressing disease, and 
where compensatory hypertrophy had gradually 
become established without disturbance. But 
whether sudden withdrawal of one kidney would 
be tolerated had still to be proved by experiment 
upon animals. For the purpose of clearing up this 
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results encouraged Simon to perform nephrectomy 
in 1869, eight years later than Wolcott. But, as 
Garrison! says: “He killed his second patient by 
sepsis from a digital exploration.” 

Dr. Wolcott’s nephrectomy was, as the account 
shows, an operation of necessity. No clear-cut 
diagnosis was possible and only on subsequent 
examination was the removed tumor mass found 
to be a diseased kidney. It will be noted that the 
patient died fifteen days after the operation 
“apparently from exhaustion, caused by the great 
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lowed.” Nevertheless this operation may be 
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Todd, H. C.: Aseptic Cavernous Sinus Thrombosis. 
Arch. Ololaryngol., 1928, viii, 138. 

Todd states that lateral sinus thrombosis is the 
result of extension by contiguity of tissue. Following 
inflammatory processes within the temporal bone 
due to infection, the membranous sinus becomes sur- 
rounded by inflammatory tissue and frequently lies 
in a pool of pus. The inflammation then involves the 
vein, causing the intima of the vessel to throw out 
a sticky exudate which picks up the red and white 
blood corpuscles and other constituents of the blood 
and forms an aseptic thrombus. If the pus is not re- 
moved by prompt operation, the vessel walls soon 
soften. When this occurs the surrounding bacteria 
readily penetrate them and the thrombus becomes 
infected. A new syndrome is then presented and the 
blood picture is that of bacteremia. If operation is 
not performed at this time, the infected thrombus 
begins to break down and the symptoms and blood 
picture are those of septicaemia. 

Todd believes that all lateral sinus thrombi are 
aseptic during the formative period, and that lateral 
sinus thrombi are not formed as the result of the 
direct passage of micro-organisms into the lateral 
sinus or of an infected embolus into the sinus. 

He reports a case in which the patient developed 
first a mild infection of the sphenoid sufficient to 
cause inflammation of the contiguous cavernous 
sinus and the intima of the cavernous sinus threw 
out sufficient exudate to pick up the red and white 
blood cells and blood platelets to producea thrombus. 
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resolution took place before the infection had broken 
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and allowed the bacteria to infect the thrombus. 

Morris H. Kaun, M.D. 


Maybaum, J. L., and Goldman, I. B.: Primary 
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perature, and septicemia otherwise unexplained. 
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tion is of a bacterial nature, but the causative micro- 
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fused with a true tumor. However, the inflammatory 
tumor grows toward the skin rather than toward 
the floor of the mouth, grows more slowly than a 
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or cause gland metastases. Syphilis can be excluded 
by biological and therapeutic tests. 

If the inflammatory mass is removed, the prognosis 
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from the exterior is preferable to removal through 
the mouth as it gives a better opportunity for radical 
extirpation and good drainage. 

Aubrey G. Morcan, M.D. 
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Wheeler, J. M.: Pulsating Exophthalmos. A llanlic 
M.J., 1928, xxxi, 812. 


Wheeler reports five cases of pulsating exoph- 
thalmos and draws the following conclusions: 

1. As pulsating exopthalmos is essentially a pro- 
gressive condition, practically all cases should be 
subjected to treatment, even when the pain is neg- 
ligible and the head noises cause little annoyance. 

2. Digital compression should be begun as soon 
as the diagnosis is made. There is a remote possi- 
bility of repair of the arterial lesion by organization, 
and in any case compression is proper preparation 
for ligation of the common carotid. Digital com- 
pression may be safely practiced several times a 
day for periods of fifteen minutes. 

3. If the symptoms are severe, prompt operation 
and generous doses of an analgesic (morphine) may 
be necessary. 

4. Incomplete blocking of the common carotid on 
the affected or more affected side is usually in 
order as a first operative step. Later, complete 
blocking may be effected with section of the artery. 

5. If further relief is necessary, the second com- 
mon carotid may be operated upon in the same 
way after a few weeks and after preparatory digital 
compression. If the bruit is localized in the region 
of the superior ophthalmic vein, this vein should be 
ligated in preference to the second common carotid. 

6. In any case with considerable protrusion, 
secure adhesions should be obtained between the lid 
margins and firm pressure applied with a gauze 
dressing and pressure bandage. In this way the pro- 
trusion can be held in check and the cornea safe- 
guarded. The pressure bandage is not safe without 
accurate apposition of the lid margins by sutures (if 
for only a few days) or by intermarginal adhesions 
(if for a considerable period). Three firm adhesions 
about 4 mm. long will probably meet the require- 
ments. Plaques of epithelium the size of the desired 
adhesions should be removed from the lid margins 
above and below in the middle and midway between 
the middle and two ends of the palpebral fissure, and 
the denuded areas brought into snug apposition by 
double-armed sutures passed through them, which 
enter the skin surface of the upper lid near the mar- 
gin and emerge through the skin surface of the lower 
lid near the margin. These sutures should be left in 
for five days, and the patient should not be allowed 
to open the eye for five days more. At least during 
this ten-day period, a firm pressure dressing should 
be kept on. Ordinarily the intermarginal adhesions 
should be left for several months. 

7. Postmortem examinations should be made 
more frequently and the pathological findings re- 
ported in detail. Leste L. McCoy, M.D. 
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Anderson, J. R.: Reconstruction of Contracted Eye 
Sockets. J. College Surg. Australasia, 1928, i, 120. 

In the operation described, the lids are first freed 
from the orbital fascia by incising the conjunctiva 
above the upper and below the lower tarsus, as 
much conjunctiva as possible being left attached to 
the lids. To obtain good exposure, stout silk 
threaded on a needle is passed through the lids from 
the under-surface and tied over a small section of 
rubber tube and then passed through the lid again. 
Three such sutures are placed in each lid. In mak- 
ing the upper incision, it is advisable to save the 
levator palpebra superioris. ‘The lower incision ex- 
tends along the orbital floor from canthus to canthus. 
All scar tissue is carefully excised. 

The guides throughout the operation are the re- 
quirements of a suitable artificial eye. A mould is 
made of dental wax sterilized in lysol. This consists 
of a pad with a handle in the center of the external 
surface. The mould should fill the socket so com- 
pletely that the lids will just meet over it. Before 
the mould containing the graft is inserted, the 
socket must be tightly padded to lessen the hamor- 
rhage. Sutures are never required. The graft is of 
the Thiersch type, cut from the inner surface of the 
thigh or the deltoid region. It is placed with the 
superficial surface against the mould and the edges 
meet around the foot of the handle. The lids are 
retracted and the mould is inserted and pressed 
carefully into the upper fornix. The lids are then 
drawn over it and the sutures tied while it is pressed 
tightly into the socket. Three pads are firmly 
strapped over the lids and a pressure bandage is 
carefully applied. The other eye is covered with a 
separate bandage. 

After the operation, both eyes are kept bandaged 
for four days. The dressing is then changed and the 
lids are painted with mercurochrome. No further 
dressing is necessary until the seventh day. The 
sutures are then cut and removed and strapping is 
applied to keep the lids closed. On the tenth day, 
the mould is removed, washed in saline solution, 
and re-inserted. The lids are kept strapped until 
the third week, when the mould is replaced by a 
large artificial eye. The final eye is inserted at the 
end of a month. 

The author emphasizes the importance of care in 
the treatment of scar tissue, perfect fitting of the 
mould, immobilization of the graft for at least seven 
days, and the wearing of an oversized eye in the 
socket for four weeks. Leste L. McCoy, M.D. 


Gifford, S. R.: The Acute Rise of Tension Follow- 
ing the Use of Adrenalin in Glaucoma. Am. J. 
Ophth., 1928, xi, 3 s. 628. 

It is generally known that adrenalin, while having 
no effect on the pupil or tension when dropped into 
the normal eye, produces dilatation of the pupil with 
a marked decrease in intra-ocular tension when it is 
injected beneath the conjunctiva. Gifford soaks a 
small cotton pledget in adrenalin and places it in the 
upper cul-de-sac. This is as effective as injections. 
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The eye is first given two instillations of 2 per cent 
butyn. A decrease in the tension is usually noted 
within one or two hours, and after twenty-four hours 
the tension is often between 10 and 12 mm. (Schiotz). 
It then gradually rises to about normal within the 
next day and often returns to its previous level above 
normal within a few days. In a fair number of cases 
it may then be kept normal for a much longer period 
by the use of eserine which previously was not 
effective. 

Gifford has found that adrenalin or glaucosan is of 
value in chronic simple glaucoma but is contra- 
indicated in acute, inflammatory, hemorrhagic, and 
absolute glaucoma and in glaucomatous iritis. The 
danger of producing an attack of acute glaucoma is 
due to the adrenalin mydriasis. This can be pre- 
vented or decreased by the use of miotics before and 
after adrenalin treatment. 

The author draws the following conclusions: 

1. In chronic simple glaucoma, adrenalin (or 
glaucosan) is of definite value as an adjuvant to 
other remedies. It is dangerous in inflamed eyes and 
eyes with damaged vessels. Hence it is contra- 
indicated in acute glaucoma, in inflammatory and 
haemorrhagic glaucoma, and in absolute glaucoma. 

2. It is contra-indicated also in glaucomatous 
iritis. 

3. The danger of provoking acute glaucoma is due 
to the mydriasis. 

4. There is more danger of provoking such at- 
tacks even in simple glaucoma than previous reports 
indicated. 

5. Mydriasis should be prevented or decreased by 
the free use of miotics before and after adrenalin 
treatment. Leste L. McCoy, M.D. 


Duke-Elder, W. S.: The Etiology of Glaucoma. 
Brit. M. J., 1928, ii, 236. 

The first matter to be settled in the problem 
of intra-ocular pressure is the nature of the proc- 
esses controlling the formation of the aqueous. The 
aqueous is not a secretion nor, under normal cir- 
cumstances, a transudate. It is a dialysate of the 
capillary blood formed by the same processes as the 
other tissue fluids. The process is modified, however, 
by the relative impermeability of the ocular capil- 
laries. The fluid contents of the eye must be kept 
clear and practically free from colloidal micelles. 
This is accomplished by making the capillary walls 
relatively impermeable. A dialysate in equilibrium 
with its parent fluid must have a very precise and 
definite chemical composition, osmotic pressure, 
reaction, electrical potential, and _ relationship 
between its hydrostatic pressure and that of the 
parent fluid. The aqueous in all conditions is in 
complete thermodynamical equilibrium with the 
plasma—chemically, osmotically, electrically, and 
hydrostatically. Its formation is a physicochemical 
process. 

The second fundamental determination to be 
made in the study of intra-ocular pressure is the 
nature of the circulation of the aqueous humor. 
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Three factors entering into this are: (1) a continuous 
metabolic interchange between the aqueous humor 
and the blood through the capillary walls; (2) inter- 
nal thermal circulation caused by convection 
currents in the anterior chamber and, most im- 
portant, a through-and-through pressure circulation; 
and (3) the changes in the volume of the contents 
of the globe which occur in the vitreous. 

The vitreous is a gel bathed in aqueous. ‘The main 
determinant of its volume is the degree of hydration 
of its colloid particles. 

If glaucoma is considered merely as a pressure 
symptom, the two main factors in its etiology are: 
(1) a derangement of the capillary circulation in- 
volving a capillary dilatation which produces a rise 
in capillary pressure or increased permeability of 
the capillary walls which allows an excess of col- 
loids in the fluids of the eye, and (2) changes of a 
physicochemical nature in the vitreous. These two 
factors act either alone or together, and their 
efficiency in causing a permanent rise of pressure 
depends directly upon the efficiency of the drainage 
channels in the region of the angle of the iris. 

Lesiig L. McCoy, M.D. 


Gifford, S. R.: Ocular Complications of Diabetes. 
Med. Clin. N. Am., 1928, xii, 423. 

The best known ocular complication of diabetes 
is cataract, but the author believes that as a large 
percentage of diabetic cataracts occur after the 
fortieth year of age, a time of life when ordinary 
senile cataracts also develop, the importance of 
cataract as a complication of diabetes is overesti- 
mated. He states that a cataract should be regarded 
as a diabetic cataract only when it conforms to the 
type occasionally seen in young diabetics. This type 
is characterized by the appearance under the cap- 
sules of both lenses of fluid vacuoles which progress 
rapidly. A condition allied to diabetic cataract is 
the occurrence of remarkable changes in refraction 
during the course of diabetes. This is probably due 
to a change in the osmotic pressure of the blood. 
The high blood sugar allows fluid to penetrate the 
capsule, causing the lens to swell, with resulting 
myopia. 

Changes in the intra-ocular tension occur in dia- 
betes. With high blood sugar and acidosis, hypotony 
is the rule. ‘Two types of retinal lesions are seen: 
(1) white patches, which are usually small and single 
or occur in small groups, and (2) hamorrhages. It 
is probable that the arteriosclerosis which accom- 
panies diabetes is an important factor in the etiology 
of the retinitis. The prognosis for life and vision is 
much better in these cases than in cases of albu- 
minuric retinitis. Lyman A. Corps, M.D. 


Clark, N. T.: Infection of the Eye. Jnternat.J. Med. 
& Surg., 1928, xli, 436. 

Clark reports the case of a fourteen-year-old boy 
in excellent general health who was struck in the 
eye by a piece of rock while he was working in a 
field. The wound penetrated the cornea but did 


not cause incarceration of the iris. The physi- 
cian who was first consulted prescribed simply a 
boric acid wash. Clark first saw the patient seventy- 
two hours after the accident. The eye was then 
inflamed and presented a yellow appearance with a 
greenish tinge extending over the iris and the struc- 
tures just posterior to the cornea. The tissues were 
friable, brittle, and dry. There was no .definite 
pustule, but all of the tissues of the eye were swollen 
and there was a rapidly spreading oedema with in- 
duration and a small area of gangrene. The boy 
appeared very sick. He seemed languid, stupid, and 
tired, and his temperature was 99.5 degrees F. On 
the following day, his temperature was a little higher 
and the gangrenous process in the eye had progressed 
rapidly. The eye was removed under general anws- 
thesia. On the same morning anthrax bacilli were 
found in smears. The boy recovered. The source 
of the infection was found to be the wool in a base- 

ball glove which the patient had received as a prize. 
Lyman A. Corps, M.D. 


Woods, A. C.: Protein Therapy— Specific and Non- 
— Ophthalmology. Arch. O phth., 1928, 
vii, 488. 


There are four phases of specific therapy in 
ophthalmology, viz., the use of: (1) tuberculin, (2) 
bacterial vaccines and their derivatives, (3) uveal 
pigment in sympathetic ophthalmia, and (4) lens 
protein in diseases of the lens. In the diagnostic use 
of tuberculin the object is to determine the presence 
or absence of an unusual degree of tuberculin hyper- 
sensitivity without causing a focal reaction in the 
eye. 

Autogenous vaccines have not proved of much 
value except possibly in cases of furunculosis of the 
lids and blepharitis. Recently, the antivirus of 
staphylococci and streptococci has given brilliant 
results. 

In active sympathetic ophthalmia there is hyper- 
sensitivity to uveal pigment and pigment therapy 
appears to be of very definite value. 

The status of lens protein therapy is highly con- 
troversial. Much is now known about lens sub- 
stance but very little about the therapeutic ad- 
ministration of lens protein. Non-specific protein 
therapy in the form of milk, anti-diphtheria serum, 
and typhoid vaccine has been employed extensively 
of late but such treatment is specialized The choice 
of protein and the dosage must be governed by the 
reaction desired, the condition of the inflammatory 
lesion, and the patient’s general condition. 

Vircit Wescott, M.D. 


Hill, E.: Tuberculosis in Relation to the Eye. 
South. M.J., 1928, xxi, 607. 

Woods, A. C., and Rones, B.: The Therapeutic Use 
of Tuberculin in Ocular Tuberculosis. South. 
M.J., 1928, xxi, 613. 

Hitt states that tuberculosis may occur in any 
tissue of the eye in an otherwise apparently healthy 
person free from indications of tuberculosis elsewhere 
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in the body. Tuberculin, if properly used, aids in the 
healing process. These facts are so little appreciated 
by those who make the general study of the patient 
in collaboration with the specialist that active co- 
operation between the internist and ophthalmologist 
is often limited. 

Woops and Ronés report their experiences with 
tuberculin used as a diagnostic and a therapeutic 
agent. 

The patient is examined thoroughly for tuberculous 
and non-tuberculous lesions elsewhere in the body 
and if any such lesions are found they are treated 
first. ‘The intracutaneous tuberculin test is em- 
ployed, 0.co1 mgm. O. T. being used as the initial 
dose. If necessary, the dose is increased to 0.1 mgm. 
For treatment, a broth filtrate is used. Beginning 
with 0.000,000,1 mgm., the dosage is gradually in- 
creased until about 60 mgm. can be given without 
causing a reaction. 

Of forty-two patients treated in this way, 10 per 
cent showed systemic evidences of tuberculosis, 40 
per cent showed evidence of other foci of infection, 25 
per cent had definite recurrences of the ocular dis- 
ease after initial healing, 45 per cent appeared healed, 
45 per cent showed definite improvement, and 1o per 
cent showed no improvement. None of the patients 
died. 

While improvement in the clinical picture may 
be expected early, true healing requires a rather long 
time. 

The early injections must be minute, and during 
treatment the eyes must be under constant observa- 
tion while the focal reaction determines the dosage. 

Vircit Wescott, M.D. 


Zimmerman, E. L.: The Réle of the Arsphena- 
mines in the Production of Ocular Lesions. 
Arch. Ophth., 1928, \vii, 509. 


Zimmerman states that following the administra- 
tion of arsphenamines three types of ocular reaction 
may occur: 

1. A direct toxic effect of the drug on the normal 
eye. The only true toxic reactions involving the 
normal eye occur in the form of conjunctival hy- 
peremia. Such reactions may damage vessels al- 
ready involved by cardiovascular and renal disease, 
but there is no evidence that a normal vessel, nerve, 
or retina is ever affected. 

2. Jarisch-Herxheimer reactions in the form of an 
intensification of an active lesion, the activation of a 
quiescent lesion, or changes in structures previously 
presenting no clinical evidence of a pathological 
process. 

3. Neurorecurrences and _ iridorecurrences or 
ocular lesions following insufficient treatment of 
primary or secondary syphilis with the arsphena- 
mines. In resuming activity, the surviving organisms 
encounter a defenseless host and the resulting reac- 
tion is a marked one producing a neurorecurrence in 
the form of an optic neuritis, paralysis of the internal 
or external ocular muscles, or an iridorecurrence. 

Vircit Wescott, M.D. 
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Howard, H. J.: The Intravenous Use of Typhoid- 
Paratyphoid Vaccine in Eye Diseases. Am. J. 
Ophth., 1928, xi, 3 s. 685. 

Howard reports cases of ocular disease in which 
intravenous injections of typhoid-paratyphoid vac- 
cine gave excellent results. The injections were 
beneficial only when they were followed by fever. 
Contra-indications to the treatment are: (1) a tem- 
perature more than !4 degree C. above normal, (2) 
low vitality, (3) any condition in which the added 
strain occasioned by a protein shock might not be 
well borne by the heart. Lyman A. Copps, M.D. 


Hagedoorn, A.: The Early Development of the En- 
dothelium of Descemet’s Membran: , the Cor- 
nea, and the Anterior Chamber of the Eye. 
Brit. J. Ophth., 1928, xii, 479. 


The author points out that there is nu reason why 
we should assume that the formation of the struc- 
tures of the anterior chamber in man is different 
from their formation in the higher animals. In sev- 
eral of the higher animals the corneal epithelium is 
the first structure anterior to the lens to be definitely 
differentiated, and even in very young embryos it 
has a basal membrane. Between it and the lens an 
anterior vitreous has been definitely established. The 
latter is ectodermal in origin, springing from the 
basal cones of: (1) the epithelium of the lens, (2) the 
margin of the optic cup, and (3) the surface ecto- 
derm. 

In the lower forms of vertebrates a primitive cor- 
nea of hyaline membrane is formed early. Posterior 
to it, the endothelium grows in as the first mesoder- 
mal element of the future cornea, and then the 
stroma cells grow in edgewise between it and the 
corneal epithelium. At the same time, or a little 
later, as the endothelial cells grow in behind the 
surface ectoderm as a compact layer, other mesoder- 
mic cells, though moderate in number, invade the 
anterior vitreous, taking over the nourishment of its 
fibers. Under their influence the anterior vitreous 
changes its original aspect, the fibers becoming much 
thicker. Because of the great vulnerability of these 
anterior vitreous postendothelial fibers, fixatives 
cause shrinkage with the formation of artificial 
spaces. Previously, these spaces were confused with 
an anterior chamber. In the very early stages there 
is no anterior chamber. 

The first mesodermic element of the cornea is the 
endothelium of Descemet’s membrane. This endo- 
thelium is entirely independent of the corneal stroma 
cells, which are mesodermal epithelial cells. 

Tuomas D. ALLEN, M.D. 


Burky, E. L., and Woods, A. C.: Lens Protein-— 
The Isolation of a Third (Gamma) Crystallin. 
Arch. Ophth., 1928, \vii, 464. 


The authors have demonstrated that lens protein 
is composed of three immunologically distinct frac- 
tions, alpha, beta, and gamma crystallin. The alpha 
and beta crystallins are pseudoglobulins, anti- 
genically active, organ-specific, and lacking species 
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specificity. The gamma crystallin is an albumin 
which is isolated from the beta crystallin. The beta 
crystallin must therefore be considered a_beta- 
gamma complex. Vircit Wescott, M.D. 


Marlow, S. B.: A Case of Hemangioma of the 
Choroid. Arch. Ophth., 1928, \vii, 484. 


Marlow reports a case of hemangioma of the 
choroid in a nineteen-year-old boy who had a 
nevus on the left side of the forehead. The appear- 
ance of the retina suggested detachment due to 
exudate. Vision was reduced to hand movements, 
and with an increase in the tension a secondary 
cataract appeared. As the pain became progres- 
sively more severe, the eye was removed. The patho- 
logical examination was made by Verhoceff. 

Vircit Wescorr, M. D. 


Mann, I. C.: The Process of Differentiation of the 
Retinal ‘Layers in Vertebrates. Brit. J. Ophth., 
1928, xii, 449. 


The author summarizes the general principles of 
the process of differentiation of the retinal layers in 
vertebrates as follows: 

1. The ganglion cells are the first to differentiate. 

2. The amacrine cells are intimately associated 
with the ganglion cells and only secondarily sep- 
arated from them. 

3. The inner nuclear layer is a complex layer con- 
taining elements derived from both the primitive 
retinal layers (ie., the inner and outer neuroblastic 
layers). 

4. The percipient elements are the last to differen- 
tiate. 

From a study of secondary modifications of these 
principles she draws the following conclusions: 

1. The supporting tissue differentiates relatively 
late in phylogeny. 

2. The abbreviation of stages can occur without 
modification of the general plan. 

3. Throughout phylogeny there is a tendency 
toward improvement of function by crowding to- 
gether of the percipient elements and the develop- 
ment of special areas of acute vision. The differen- 
tiation of these special areas, however, always fol- 
lows the original general plan. 

Tuomas D. Aven, M.D. 


EAR 


Grove, W. E.: Otological Observations in Trauma 
of the Head: A Clinical Study Based on Forty- 
Two Cases. Arch. Ololaryngol., 1928, viii, 240. 


Grove states that persons who have sustained 
an injury of the head should be examined as soon 
after the accident as possible and at regular intervals 
over a considerable period of time. 

The severity of the injury does not bear any direct 
relation to the development or degree of cochlear 
and vestibular symptoms. 

Most injuries to the head in civil life are caused 
by a broadly acting force which compresses the skull 
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with or without causing fracture. ‘This compressing 
force results in damage to the brain, the cerebro- 
spinal fluid, and the vascular system of the blood 
as well as to the skull. 

In the skull, the compressing force of the injury 
finds its greatest expression at the base because of 
the more or less unequal strength of the constituent 
parts of this portion. ‘The middle fossa, being 
weaker than the anterior or posterior fossa, is most 
often affected. The pyramid, weakly attached in the 
middle fossa, takes the brunt of the injury to the 
base and is frequently damaged. 

Fractures of the temporal bone are divided into 
transverse fractures, longitudinal fractures, and 
avulsion of the tip of the petrous temporal bone. 
The longitudinal fractures are the most numerous. 
The labyrinth is damaged by the concomitant con- 
cussion and the fracture usually involves the middle 
ear and external canal. ‘Transverse fractures cross 
the pyramid at right angles and completely destroy 
both the vestibule and the cochlea. Avulsion of the 
tip of the petrous bone is relatively rare. 

The damage to the brain is caused by compres- 
sion of the brain beneath the point of impact and 
at a point directly opposite. ‘The damage done by 
the cerebrospinal fluid is caused by the compression 
of the lateral ventricles which sets the fluid in mo- 
tion to expend its force in a whirlpool action in the 
fourth ventricle. The damage to the blood vascular 
system consists in a state of traumatic paralysis of 
the vasoconstrictors with resulting stasis of the 
circulation in the brain tissue, particularly in the 
central vestibular area and probably also in the 
labyrinth. 

In the temporal bone the chief findings at autopsy 
are hemorrhages. The intralabyrinthine hemor- 
rhages are always perilymphatic unless the capsule 
of the labyrinth is fractured, in which case they may 
be also endolymphatic. ‘The region most frequently 
affected by these intralabyrinthine hamorrhages is 
the scala tympani in the vicinity of the round win- 
dow. The nerves may be torn or damaged by pres- 
sure from hemorrhage before their entrance into the 
pyramid, within the porus acusticus internus, or in 
the narrow bone canals leading to the end-organ. 

The pathological changes in persons dying years 
after an injury to the head are atrophy of the nerve 
fibers, atrophy of Corti’s organ, which is most 
marked in the basal coil, and complete or partial 
filling of the inner ear spaces and canals with hyaline 
connective tissue and bone. 

The results of experimentation on animals show 
that the effects of mild injuries are the same as, 
though less marked than, those found at autopsy 
in the temporal bones of human beings, namely, 
hemorrhages in the inner ear, most marked in the 
basal coil of the cochlea and in the region of the 
round window, always in the perilymph spaces and 
never in the endolymph spaces. Degenerative 
changes are seen also in the nuclear territory of the 
eighth nerve in the floor of the fourth ventricle, 
affecting mainly the small cells of the nervus tri- 
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angularis, the nucleus of von Bechterew, the tuber- 
culum acusticum, and the posterior corpora quad- 
rigemina. These changes are probably due mostly 
to vasomotor disturbances in this section producing 
stasis with subsequent destruction of tissue. 

Hemorrhage from one or both ears occurred in 
nine of the cases reviewed. The author regards this 
as almost indisputable evidence of a longitudinal 
fracture of the temporal bone. It does not mean, 
however, that great damage to the function of the 
ear will necessarily ensue. 

A cardinal symptom of injury of the vestibular 
system is vertigo. The vertigo is vestibular in origin 
if it has a rotary quality, if it comes on in attacks 
accompanied by nystagmus, or if it is produced by 
bending movements of the head. Other types of 
vertigo after injuries to the head are apt to be neu- 
rotic, especially if they are constantly present after 
the first two weeks or are accompanied by severe 
nausea, vomiting, and great mental excitement. 
The author is always strongly suspicious of a neu- 
rosis if the patient complains of constant headache 
and vertigo after the first week or two following 
the injury. 

Spontaneous nystagmus is another cardinal symp- 
tom of vestibular injury. It is unilateral or bilateral, 
and if bilateral, is more marked on one side. It is 
always rotary-horizontal in character. The author 
attributes it to a decompensation between the two 
vestibular systems. Bilateral nystagmus to the two 
sides is often seen in normal persons, but is always 
of the purely horizontal type, always equal in inten- 
sity, not associated with vertigo, and never influ- 
enced by the head-movements test. The author 
has been unable to formulate any rule for the direc- 
tion of the vestibular nystagmus in his cases. 

Disturbances in the pointing reaction were present 
in twenty-eight ot forty-two cases and constitute a 
part of the spontaneous vestibular symptoms which 
occur after damage to the vestibular system. Not 
much reliance can be placed upon them in deciding 
which side is involved. This is true also of the 
falling and Romberg reaction. 

The irritability of the labyrinth to caloric stimu- 
lation was studied in thirty cases, all of which pre- 
sented spontaneous labyrinthine symptoms. Normal 
reactions were found in ten cases, hypo-irritability 
in eleven cases, and hyperirritability in nine cases. 
The irritability of the two sides was equal in twelve 
cases and unequal in eighteen cases. In the author’s 
opinion, a difference in the irritability of the two 
sides, in other words, a decompensation between the 
two labyrinths, is of far more importance in the 
production of the spontaneous labyrinthine symp- 
toms than hyperirritability or hypo-irritability. 

The Rinné reaction was positive in thirty-five 
cases, negative in one case, and not recorded in six 
cases. Bone conduction was shortened in twenty- 
four cases, normal in six, and not recorded in twelve. 
Traumatic deafness caused by injury of the head 
was found in thirty-one of forty-two cases. Com- 
plete deafness in one ear was present in one case. 
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In a large proportion of the cases the defect in the 
hearing was bilateral, and a large number of the 
cases showed the upper tone range more affected 
than the lower and middle ranges. Of the thirty-one 
patients with defective hearing, twenty-eight had 
symptoms referable to the vestibular apparatus. 
James C. M.D. 


Fowler, E. P.: Marked Deafened Areas in Normal 
Ears. Arch. Ololaryngol., 1928, viii, 151. 


The author has frequently noticed a marked dip 
in the curve of the hearing graph between 1,000 and 
5,000 cycles as depicted by audiometer readings in 
otherwise normal ears. From this observation he 
concludes that in many otherwise normal ears 
marked deficiencies of hearing limited to one, two, 
or two and a half octaves of the scale may occur 
irrespective of any detectable defects in the con- 
struction apparatus. 

Four possible causes are: (1) a limited central or 
cortical lesion in an area governing these frequencies; 
(2) a nerve-fiber defect of the section of the basilar 
membrane which normally detects these frequen- 
cies; (3) a defect in the terminal nerve apparatus; 
and (4) an anti-resonance somewhere in the conduc- 
tion mechanism. In the author’s opinion, the latter 
two are probably of most importance. 

MAnrorp R. Wattz, M.D. 


Stewart, J. P.: The Histopathology of Mastoiditis. 
Proc. Roy. Soc. Med., Lond., 1928, xxi, 1743. 


In his discussion of mastoiditis, Stewart includes 
not only inflammation of the pneumatic cells in the 
mastoid bone proper, but also all extensions into 
neighboring bones. 

The initial change in the directly infected zone is 
a local rise in the blood pressure causing a dilatation 
of the vessels in the haversian systems and hyper- 
wmia of the muco-endosteum. 

The next stage is characterized by osteoclasis in 
the haversian systems. 

The third stage is the period of active rarefaction 
of the bony wall of the pneumatic space by osteo- 
clasts and perforating vessels. This is due to the 
new pressure conditions. 

The fourth stage consists in the regeneration of 
destroyed tissue by new bone formation. 

The whole inflammatory process is subject to 
phase-change which may alter it from a condition 
of exudation with an increase in the intravascular 
pressure into a more proliferative condition. 

Both the disease and the regenerative processes 
progress from within outward. 

James C, M.D. 


NOSE AND SINUSES 


Figi, F. A., and Thompson, L.: Rhinoscleroma. 
J. Am. M. Ass., 1928, xCi, 637. 


The authors report six proved cases of rhino- 
scleroma examined in the Mayo Clinic during the 
past eight and a half years, together with the find- 
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ings of bacteriological studies made in three of them. 
Included in the group is probably the only case of 
this disease in a native-born American which was 
diagnosed during life. The patient, a voung man of 
Slavic parentage, has never been outside the United 
States. In all of the cases the diagnosis was based on 
the history and clinical findings and was confirmed 
by biopsy and demonstration of the Frisch bacillus. 

With the use of radium and deep roentgen-ray 
therapy, marked improvement was noted even in 
patients in whom the disease had progressed to the 
stage of sclerosis. ‘The radium applications were 
made externally over the affected area and also in 
direct contact with the diseased tissue. In two 
cases it was necessary to open the trachea on ac- 
count of the laryngeal obstruction caused by the 
local involvement. 

When last observed, four of the six patients were . 
entirely free from clinical evidence of the infection. 
One patient, who was apparently suffering from 
bronchial involvement at the time of examination, 
later succumbed to the disease. Another patient 
could not be traced. 

In the bacteriological investigations, three freshly 
isolated strains of the bacillus rhinoscleromatosis 
were studied according to the manual of methods 
of pure culture study prepared by the Society of 
American Bacteriologists. Contrary to certain re- 
ports in the literature, these strains were as nearly 
identical as could be expected of three separate 
strains of the same species. After six months on 
artificial media, the culture showed variation in 
sugar fermentation, but on isolation only acid was 
produced in dextrose, maltos, mannite, saccharose, 
levulose, galactose, xylose, arabinose, ghamnose, 
inosite, salicin, glycerol, and trehalose. ‘There was 
no change in lactose, inulin, raflinose, or dextrin. It 
appears that the species is best identified by sugar 
fermentation as all other cultural characteristics are 
those of the genus. 


Turner, A. L., and Reynolds, F. E.: Acute Sup- 
puration in the Accessory Sinuses; Cavernous 
Sinus Thrombosis; Acute Leptomeningitis; 
Death; Autopsy. J. Laryngol. & Otol., 1928, xliii, 
565. 

To illustrate infection of the intracranial struc- 
tures by direct extension through the bone, the 
author reports a case of antrum, ethmoid, and 
sphenoid infection with direct extension through 
the ethmoid and sphenoid walls. ‘This infection 
resulted in a leptomeningitis and cavernous sinus 
thrombosis, as shown by autopsy and microscopic 
section. Manrorp R. Wattz, M.D. 


Skillern, R. H.: Chronic Ethmoiditis. Brit. M. J/., 


1928, ii, 562. 

Howarth, W.: The Conservative and Surgical 
Treatment of Chronic Ethmoiditis. Brit. M.J., 
1928, ii, 565. 

SKILLERN divides chronic infections of the eth- 
moid roughly into the suppurative and the non-sup- 
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purative types. Those of the first type are character- 
ized by a purulent secretion with a more or less wide- 
spread catarrhal inflammation in the ethmoid region, 
and those of the second type by polypoid hyper- 
trophy or true polyp formation. In some cases a 
combined form occurs. The author gives also a more 
exact classification and discusses the various types in 
detail. 

Suppuration in one or more of the anterior cells is 
not an entity except in cases of purulent infection of 
the lining membrane of the bulla ethmoidalis. The 
posterior cells are more frequently the site of chronic 
disease. ‘These cells are larger and more numerous. 
Their drainage can be easily interfered with by 
slight swelling of the nasal mucosa. The combined 
type of infection involving both the anterior and the 
posterior cells is usually the direct sequela of an 
acute infection or a series of acute inflammatory dis- 
turbances. 

In the hyperplastic type of ethmoiditis the eth- 
moidal mucosa undergoes hyperplastic changes rang- 
ing from slight degeneration of a small portion of the 
lower border to the formation of sessile polypi. 

The basic treatment of all sinus infections, and 
particularly those in which the ethmoid is involved, 
is aeration and drainage. Skillern emphasizes the 
importance of conservatism in operative measures. 
In the mildest cases of the suppurative type, removal 
of the middle turbinate combined with treatment by 
medicated tampons is often sufficient. 

Complete exenteration is indicated when there is 
combined suppuration affecting the entire labyrinth. 
The permanent ablation of polypi in hyperplastic 
ethmoiditis depends upon several factors. The local- 
ized hyperplasia or separate polypi are usually re- 
moved with the snare. The bony attachment should 
also be resected. 

Complete knowledge of the regional and surgical 
anatomy is necessary. In the author’s opinion, the 
intranasal operative route to the ethmoid is the best 
and safest. 

Howartu states that no two ethmoids are alike. 
Two clinical types of chronic ethmoiditis are recog- 
nized: (1) chronic catarrhal inflammation (polypoid 
degeneration), and (2) chronic suppurative inflam- 
mation. 

Polypi are to be regarded as the product of hyper- 
plastic inflammation of the covering of the ethmoid 
bone. Similar changes may be present in neighboring 
tracts of the ethmoidal mucosa. In some cases the 
polypus formation is due to primary disease of the 
mucous membrane covering the ethmoid. This is 
the simplest condition. In its early stages it may 
yield to the use of astringent solutions and the removal 
of the polypoid hypertrophy. 

Usually, however, the cases are not seen until the 
inflammatory process has spread ‘into the ethmoid 
cells. The chief aim then should be to obtain free 
aeration and drainage. The removal of the diseased 
middle turbinate is indicated. In some cases a cure 
will result from this procedure alone, but as a rule 
more radical treatment is necessary. 
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In the chronic suppurative variety of ethmoiditis, 
polypi are usually absent. A conservative attitude 
should be adopted. In some cases removal of the 
middle turbinate followed later by a limited mor- 
cellement of the diseased area will result in cure. 

In the author’s opinion, complete exenteration of 
the ethmoid cells is accomplished best by external 
operation. In obstinate cases this procedure gives a 
higher percentage of cures than any other treatment. 


W. M. Patron, M.D. 
PHARYNX 
Yates, A. L.: Methods of Estimating the Liability 
to Postoperative Hzmorrhage from Unsu- 


tured Wounds (Following Tonsillectomy). 


Proc. Roy. Soc. Med., Lond., 1928, xxi, 1784. 


Postoperative hemorrhage unsutured 
wounds in which the arteries have not been ligated 
occurs in two groups of cases. The first group, in 
which the origin of the bleeding is arterial, includes: 
(1) cases in which an artery bleeds, not at operation, 
but afterward, on the patient’s recovery from shock; 
(2) cases in which an artery bleeds on the patient’s 
recovery from deep anesthesia (chloroform mixtures 
tend to produce this type of bleeding); (3) cases in 
which bleeding from an artery ceases at operation 
because of the decrease in the blood volume but 
begins again when the blood volume is made up by 
the tissues after the operation. 

The second group, in which the bleeding is of 
capillary origin and due to deficient clotting time 
of the blood, includes: (1) cases in which the clotting 
time previous to operation may have been normal 
but operation is followed by a compensated acidosis; 
(2) cases in which the clotting time was prolonged 
before the operation, allows excessive haemorrhage 
during the operation, and favors the occurrence of 
secondary haemorrhage. 

In cases of compensated acidosis in which the 
clotting time is much prolonged, the clotting time 
can be restored to normal by the administration of 
sufficient alkali to neutralize the urine. In the cases 
of adults, the author gives one teaspoonful of sodium 
bicarbonate i in a glass of water twice a day. 

W. M. Paton, M.D. 


NECK 


Joslin, E. P., and Lahey, F. H.: Diabetes and Hy- 
perthyroidism. Am. J. Med. Sc., 1928, clxxvi, 1. 


The authors state that hyperthyroidism and dia- 
betes show many similarities. When these conditions 
are associated, even minor slips in treatment other- 
wise without consequence will quickly result in 
disaster. 

In disease of the thyroid which leads to glyco- 
suria, hyperthyroidism is the fundamental factor. 
This is evident from the fact that glycosuria was 
present before or after operation in 38.6 per cent of 
cases of primary hyperthyroidism and 27.7 per cent 
of cases of secondary hyperthyroidism, whereas in 
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a series of surgical cases without hyperthyroidism 
it was present in only 13.6 per cent. 

In hyperthyroidism there is also a slight tendency 
toward hyperglycemia. Therefore, for the diagnosis 
of diabetes in hyperthyroidism the authors have 
raised the standard to a blood sugar of 0.15 per 
cent in the fasting state or 0.20 per cent or more after 
meals in addition to glycosuria. 

Of the authors’ 75 cases of hyperthyroidism with 
diabetes, heredity was a factor in 20 per cent. The 
hyperthyroidism usually precedes the appearance of 
the diabetes, though this is not easy to demonstrate. 
According to statistics in the literature, the hyper- 
thyroidism precedes the diabetes in 85.5 per cent 
of the cases of primary hyperthyroidism and in 51.9 
per cent of the cases in which the hyperthyroidism 
is secondary. 

In persons with thyroid disease, diabetes is twice 
as frequent as in persons with surgical conditions 
without hyperthyroidism, but much less frequent 
than in those with pituitary disease. Frank diabetes 
was present in 2.45 per cent of the authors’ cases of 
primary hyperthyroidism and 4.27 per cent of their 
cases of secondary hyperthyroidism. 

The feeding of thyroid gland to normal animals 
has sometimes resulted in a lowering of the assimi- 
lation of glucose and a decrease in the quantity of 
glycogen stored in the liver. Conversely, thyroidec- 
tomy on normal animals increases the tolerance for 
carbohydrates and leads to hypoglycemia. 

The findings with regard to changes occurring in 
the pancreas in thyroid disease are contradictory. 
In 6 of 10 cases of Basedow’s disease which came 
to autopsy, Holst found the pancreas reduced in size 
or the islands of Langerhans reduced in number or 
altered in structure. Kojima and Hoshimoto re- 
ported hypertrophy of the pancreas after thyroid 
feeding, whereas other investigators have noted 
hypertrophy of the islands of Langerhans after 
thyroidectomy. 

In the authors’ cases of diabetes with primary 
hyperthyroidism the average age at the onset of the 
diabetes was forty and five-tenths years, and in 
those of diabetes with secondary hyperthyroidism 
it was forty-seven and eight-tenths years, whereas 
the average age of onset of diabetes without hyper- 
thyroidism is forty-three and eight-tenths years. 

The majority of the authors’ thyroid diabetics 
were females, a fact in accordance with the greater 
incidence of hyperthyroidism in females than in 
males. 

The diabetic over forty years of age is usually 
overweight. Of the authors’ diabetics with hyper- 
thyroidism, 83 per cent were overweight. 

In 600 fatal cases of ordinaty diabetes since the 
introduction of insulin, the average length of life 
after the beginning of the disease was seven and 
seven-tenths years. In 12 fatal cases of diabetes and 
primary hyperthyroidism it was three and four- 
tenths years, and in 6 fatal cases of diabetes and 
secondary hyperthyroidism it was four and one- 
tenth years. 
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In 33.3 per cent of the cases of diabetes with 
primary hyperthyroidism the cause of death was 
diabetic coma. 

Before operation, the patients with diabetes and 
primary hyperthyroidism showed an average basal 
metabolic rate of +61 per cent, whereas in 1,000 
cases of uncomplicated primary hyperthyroidism the 
basal metabolic rate before operation was +49 per 
cent. After the operation, the basal metabolic rate 
of the thyroid diabetics fell to +7.4 per cent, whereas 
in the cases of uncomplicated hyperthyroidism it 
fell to +5 per cent. 

In diabetic patients with adenomatous goiters and 
hyperthyroidism the average basal metabolic rate 
before operation was +44 per cent, whereas in 
similar cases without diabetes it was +41 per cent. 
After operation it fell to +10 per cent in the former 
and +9 per cent in the latter. 

In the cases of diabetes with primary hyperthy- 
roidism the gain in weight after operation averaged 
21 lb., whereas in cases of diabetes with secondary 
hyperthyroidism it averaged 13 lb. In cases of un- 
complicated primary hyperthyroidism the average 
gain twelve months after the operation was 24 lb., 
and in cases of adenomatous goiter with secondary 
hyperthyroidism it was 14 lb. 

In persons belonging to the Jewish race, who are 
prone to diabetes, the incidence of diabetes with 
hyperthyroidism is no higher than in others. 

The treatment of diabetes with hyperthyroidism 
consists in regulation of the diet and the adminis- 
tration of insulin and Lugol’s solution. In the 
authors’ cases, the carbohydrate was maintained at 
about 1oo gm. and the protein at approximately 
1 gm., and the total calories at not far from 30 
per kilogram of body weight. Insulin was given in 
small doses—usually 5 units 3 or more times a day 
—and if prompt response to diet and insulin did 
not occur the insulin was increased to 10 units at 
a dose and was given more frequently. 

Food was given within three hours before the 
operation, but usually this did not exceed 20 gm. 
of carbohydrate in the form of oatmeal gruel, orange 
juice, or ginger ale. The dose of insulin before 
operation was too small rather than too large. The 
quantity of Lugol’s solution given before operation . 
was 10 minims 3 times a day for eight or ten days 
and 20 minims 3 times a day the day before opera- 
tion. After the operation, 10 minims were given 3 
times a day for about eight days and then 10 minims 
were given weekly for three months. 

Intravenous infusions of glucose with normal 
saline solution were given when severe reactions 
occurred or were anticipated. 

In 37 of the 43 cases of primary hyperthyroidism, 
64 operations were performed. The operative mor- 
tality reckoned on the basis of the number of opera- 
tions was 1.56 per cent, and reckoned on the basis 
of the number of patients, 2.7 per cent. 

In the cases of 26 of 28 patients with secondary 
hyperthyroidism 39 operations were done with an 
operative mortality of 5.1 per cent reckoned on the 
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basis of the number of operations, and 7.7 per cent 
reckoned on the basis of the number of patients. 

Cure of the diabetes did not occur after the opera- 
tions, but as a rule there was a gain in tolerance 
for carbohydrate. 

In 8 of the authors’ cases of hyperthyroid dia- 
betes, the diabetes developed after an operation for 
hyperthyroidism. Therefore, the hyperthyroid pa- 
tient who has been operated upon should be warned 
of the possibility of developing diabetes later, even 
though the disease may not be so apt to appear 
as if he had not been operated upon. Progressing 
longevity increases the incidence of diabetes in the 
community, and progressing longevity of the hyper- 
thyroid patient, brought about by operation, may 
also be a factor in that it brings him into the dia- 
betic age zone, the onset of the disease occurring 
most frequently in the fiftieth year of age in the 
cases of females and the fifty-first year in the cases 
of males. The authors believe, however, that the 


hyperthyroidism also plays a part. 
F. S. Mopern, M.D. 


Thomson, Sir StC.: Intrinsic Cancer of the 
Larynx Operated upon through a Laryngo- 
fissure. Proc. Roy. Soc. Med., Lond., 1928, xxi, 
1792. 

Laryngofissure gives an excellent result in in- 
trinsic cancer of the larynx. The author reviews 
seventy cases. Thirty-four of the patients are still 
living from three to nineteen years after the opera- 
tion. Eighteen died from causes other than recur- 
rence and three died as the result of the operation. 
Eleven of the patients developed malignant disease 
elsewhere, including glands in the neck. Most of the 
recurrences appeared within the first year. When a 
recurrence develops in a borderline case, laryngec- 
tomy is indicated. In subglottic cases with fixed 
cord, the prognosis is unfavorable. 

The patient should be given careful pre-operative 
preparation. The operation may be done under 
local or general anxsthesia, but deep general an- 
wsthesia should be avoided. No atropin, morphia, 
or similar drugs should be used. 

W. M. Paton, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Eagleton, W. P.: Traumatic Lesions of the Head 
and Their Relation to the Ophthalmologist. 
J. Med. Soc. N. Jersey, 1928, xxv, 567. 


‘The author advocates for every general hospital a 
Department of Cranial Surgery with a Chief and 
Associate, both expert ophthalmologists, and a tech- 
nician trained to determine visual fields and conduct 
neuro-aural examinations. 

In cases of head injury the degree of cerebral 
trauma, and not the skull fracture, is of chief impor- 
tance. The three types of cerebral damage are: (1) 
laceration, (2) internal hemorrhage, and (3) external 
hemorrhage or exudate. Of these, only the last calls 
for surgical intervention. 

The traumatic cases are divided into six clinical 
groups, namely those with: (1) extradural hemor- 
rhage from the middle meningeal artery, character- 
ized by a “lucid interval”; (2) subdural hemor- 
rhage, with a continuous headache and often papil- 
loedema; (3) successive extradural, subdural, and in- 
tracerebral haemorrhages from repeated traumata; 
(4) subdural hemorrhage with secondary oedema, 
characterized by more or less delirium; (5) compound 
fracture of the skull; and (6) traumatic encephalitis 
without fracture of the skull, increased intracranial 
pressure, or papilloedema. 

Middle meningeal hemorrhage calls for immediate 
exposure of the artery by subtemporal decompression 
performed with a drill and rongeurs, not chisels. To 
prevent injury to the arachnoid cells, subdural clots 
should be washed away gently and not forcibly lifted 
out. Subdural hemorrhage with secondary oedema, 
if not too extensive, can be controlled by repeated 
lumbar punctures or the administration of magne- 
sium sulphate by rectum. A compound skull fracture 
must be converted into a simple fracture as soon as 
the patient has recovered sufficiently from the shock 
to withstand the operation, but not before. Thor- 
ough débridement is essential within eight hours. 
All devitalized and infected tissue and loose bone 
fragments should be removed. In cerebral compres- 
sion, immediate surgical interference is indicated 
when there is increasing unconsciousness with a 
rising systolic pressure, a falling diastolic pressure, 
and a progressively increasing pulse rate with later 
papilloedema. 

Basal fractures are usually considered inoperable 
with the exception of those which go through the 
petrous bone and are associated with bleeding from 
the ear and early signs of meningitis and those with 
depressed fractures into a frontal sinus. In cases of 
fracture through the temporal bone with suppura- 
tion in the ear, recovery results in 90 per cent and 
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death occurs in only 8 per cent if proper treatment 
is given. Twenty-five per cent of all injuries of the 
frontal sinuses result in death from meningitis; hence 
this type must be operated upon at once. All infec- 
tive tissue must be removed and any communication , 
between the cerebral tissue and the nose closed with 
skin or fascia. In cases of fractures through the 
orbital roof with intra-ocular blindness without 
ophthalmoscopic changes, operation should be 
performed from above and the orbital space de- 
compressed in order to prevent subsequent optic 
atrophy. A traumatic encephalitis without signs of 
increased pressure does not call for surgical inter- 
ference. 

All operations upon adults should be done under 
local anesthesia. Repeated coughing, if the dura is 
opened, will often greatly assist in the extrusion of 
foreign material from within the brain. 

ALBERT S. CrAwrorp, M.D. 


Dandy, W. E.: Arteriovenous Aneurism of the 
Brain. Arch. Surg., 1928, xvii, 190. 


Arteriovenous aneurisms may be divided into 4 
main groups: (1) the traumatic, which do not occur 
in the brain; (2) the congenital, a large group in 
which there is a communication between an artery 
and a contiguous vein by one or more aberrant 
vessels probably due to an error of vascular develop- 
ment in the embryo; (3) those in which the arterio- 
venous communication is established through the 
medium of a mass. of abnormal vessels which has 
been erroneously called an “angioma”; and (4) the 
vascular tumors known as “angioma cavernosum” 
which seem to be the result of maldevelopment from 
the embryonic vascular anlage. 

Many terms have been applied to these vascular 
dilatations and communications. Rienhoff suggested 
classifying them simply as venous, arterial, and 
arteriovenous aneurisms. This would include all of 
the types described. 

The first arteriovenous aneurism of the brain was 
reported by Steinheil in 1895. Dandy has collected 
22 definite cases from the literature. He excluded 
several of those reported because they did not have 
all of the essential symptoms or findings, namely, 
marked fullness and enlargement of the veins of 
exit and increased size and tortuosity of the artery 
entering the mass of vessels. At the Johns Hopkins 
Hospital, arteriovenous aneurism of the brain was 
found in 8 of 600 cases of verified brain tumors seen 
during a period of five years. The incidence of the 
condition in neurological clinics is given as from 0.5 
to 1 per cent. 

The author reports 8 cases in detail with draw- 
ings of the lesions. The patients were males 
ranging in age from fourteen to fifty-two years. In 
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4, the lesion occurred on the right side and con- 
sisted of a communication between branches of the 
middle cerebral artery and the rolandic and sylvian 
veins. In 1 case the lesion was on the right side but 
more posterior and seemed to be connected with a 
similar lesion of the scalp in the temporo-occipital 
arei. In 2 cases the aneurism was in the left 
parietal region and was similar in type and location 
to the aneurisms in the first 4 cases mentioned. 
In 1 case the lesion was occipital and involved the 
left vertebral artery. 

The duration of the symptoms ranged from four- 
teen months to fifteen years. All of the patients had 
convulsions except the one with a cerebellar aneur- 
ism. Four showed no signs or symptoms of pressure 
but presented focal symptoms. The X-ray revealed 
changes in 3 cases. In 2 cases there was papill- 
cedema. Ventriculography was of aid in diagnosis in 
2 cases and of aid in craniotomy in 2 others. The 
diagnosis before operation was ‘‘tumor”’ in 4 cases, 
“tumor or aneurism”’ in 2, and “aneurism” in 2. 

In every instance, operation showed a definite 
communication between an artery and adjacent 
large dilated veins. The veins pulsated and carried 
arterial blood and as a rule a venous thrill could be 
felt. In 2 cases an attempt was made to extirpate 
the lesion but both of the patients died from hem- 
orrhage. Two patients who were treated by ligation 
of the artery of entrance showed marked improve- 
ment; 1 of these had a temporary hemiplegia. In 2 
cases, ligation of the internal carotid artery was 
followed by cure. 

Of the total number of 30 cases reviewed, 60 per 
cent were those of males. In 44 per cent the symp- 
toms did not appear until after the age of thirty 
years, and in 30 per cent until after the age of forty 
years. The duration of the symptoms ranged from 
a few hours to fifty years. The lesions were located 
in almost every part of the brain, but an over- 
whelming majority were in the paracentral region 
and connected with a branch of the middle cerebral 
artery. 

The histological appearance of the vessels com- 
prising the vascular skein is varied. These vessels 
are usually large but may be small. Their walls 
are thick or thin. The intima may be narrow, but 
frequently is greatly thickened. The elastic tissue 
layer is usually not well defined, and the media is 
poorly developed. Thrombosis may be extensive. 
The vessel walls, being inelastic, may rupture as 
the result of the prolonged increased pressure. 

Convulsions are the rule, and in most cases are 
of the jacksonian type. As a sequel there is usually 
a transient motor or sensory paralysis. Among 
other focal manifestations occurring at times are 
aphasia, hemianopsia, and unilateral loss of sight, 
smell, or taste. The possibility of an arteriovenous 
aneurism of the brain should be considered in the 
diagnosis of cases with a history of repeated motor 
or sensory involvement with little or no permanent 
progression over a number of years. Mental changes 
are infrequent. In some cases the heart is enlarged, 


but this is not common. In about 23 per cent of the 
cases increased intracranial pressure is evidenced by 
headache. Papilloedema is not common, and 
diplopia is rare. Cerebral haemorrhage occurs fre- 
quently, 41 per cent of the deaths being due to this 
cause. 

In the diagnosis, the X-rays and ventriculography 
give definite aid. 

The treatment is of two types: (1) ligation of the 
entering arteries, with or without extirpation of the 
mass of vessels; (2) ligation of the internal carotid 
artery (for cerebral aneurism) and of the vertebral 
artery (for cerebellar aneurism). Occasionally a 
subtemporal decompression may be _ indicated. 
Radical ligations or extirpations alone are curative 
but exceedingly dangerous to life and function and 
are indicated only in a minority of the cases. 

ALBERT S. Crawrorpb, M.D. 


Van Wagenen, W. P.: The Incidence of Intracra- 
nial Tumors without Choked Disk in One 
Year’s Series of Cases. Am. J. M. Sc., 1928, 
clxxvi, 346. 


This article is a review of 365 brain-tumor cases 
treated in Cushing’s clinic in the period from Octo- 
ber, 1924, to November, 1925, with especial atten- 
tion to those without choked disk. One hundred 
and eighty-three of the cases were classified as “‘ veri- 
fied,” 81 as “unverified,” and ror as “suspected.” 
Of the 183 verified cases, 22 were re-admissions. 
Of the 145 verified new cases, 17 (11.7 per cent) 
showed no appreciable changes in the eye grounds. 
If we exclude from this number the pituitary adeno- 
mata, congenital cysts, and suprasellar meningio- 
mata which are rarely associated with choked disk, 
the percentage rises to 16.5. 

Of the 81 unverified cases, 9 (11.9 per cent) 
showed normal fundi. While these cases were not 
verified histologically, the presence of a tumor was 
indicated by shadows in the roentgenogram suggest- 
ing calcification and by field defects, distortion of 
the ventricles, and resistance to the exploring needle. 

A review of the literature shows that in 1868 
Jackson cited 3 cases without choked disks and 
since then numerous similar cases have been re- 
ported. In an analysis of 200 verified cases, Paton 
found that in 20 per cent the fundi were normal at 
the time of operation or death. In a series of 60 
cases, Brain found normal fundi in 21.6 per cent. 
In the production of choked disk the size of the 
tumor is of secondary importance, the primary fea- 
ture being interference with the cerebrospinal circu- 
lation due to the position of the neoplasm or cedema. 
Absence of choked disk does not mean absence of 
an increase in the intracranial pressure. In 50 per 
cent of the cases reported the presence of increased 
pressure was evidenced by hydrocephalus, flattening 
of the convolutions, protrusion of the brain after 
decompression, or convolutional impressions on the 
skull. 

Of 17 verified tumors without choked disk, 6 were 
located in the posterior fossa; 3 were acoustic neuro- 
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mata, 1 was an anomalous growth of the cerebellum, 
1 was a medullary tumor, and 1 was a midline 
cerebellar tumor. 

Eleven tumors without choked disk were supra- 
tentorial. None was associated with hydrocephalus 
and none was very large although some of them 
caused ventricular distortion. Six were temporal or 
supramarginal. One was a parietal meningioma, 3 
were parietal gliomata, and one was a parasaggital 
glioma. 

Of the unverified tumors without choked disk, 6 
(23 per cent) showed calcification. If the cerebellum 
is excluded, the percentage is 30. Calcification is 
of considerable importance in the diagnosis of brain 
tumors. In a review of cases seen in Cushing’s 
clinic over a five-year period, Van Dessel found 
calcification in 13.5 per cent of verified gliomata. 
In 3 unverified cases without choked disk, field 
changes were found. The cases are reported in de- 
tail. It is interesting to note that in 1 case choked 
disk did not appear until the patient’s third admis- 
sion to the clinic, probably seven or eight years 
after the onset of the disease. 

GILBERT C. ANpERSON, M.D. 


Pancoast, H. K.: The Significance of Petrous Ridge 
Deformation in the Roentgen-Ray Diagnosis 
and Localization of Brain Tumors. Am. J. 
Roentgenol., 1928, Xx, 201. 


Of 221 proved brain tumors, 65 were pituitary, 
97 cerebral, and 59 cerebellar or situated at the 
cerebellopontine angle. In the cases of pituitary 
tumor the roentgen-ray findings were correct in 58 
(89. 2 per cent). In the 97 cases of cerebral tumors, 
there was positive roentgen-ray evidence of tumor 
in 55 (56.7 per cent). ‘T'wenty-six of the cerebral 
tumors were localized roentgenologically. Of the 
59 tumors in the posterior fossa tumors, 30 (50.8 
per cent) were demonstrated, but only 2 were 
localized with the roentgen ray. 

Extrasellar brain tumors are recognized roentgen- 
ologically from calcifications within the tumor mass, 
hyperostoses associated with meningiomata, shift- 
ing of the shadow of the calcified pineal gland, and 
pressure efiects. The pressure effects may be both 
general and local. Among the effects of a general 
increase in the intracranial pressure are atrophy of 
the convolutions, prominence of the sutures, thin- 
ning of the skull, and atrophy of the posterior part 
of the sella. The local effects are localized atrophy of 
some part of the inner table or base of the skull due 
to direct pressure. 

This article is concerned chiefly with deformities 
of the petrous portion of the temporal bone as a 
result of pressure. 

The value of the occipital view is emphasized. 
A study of the petrous ridge in 117 roentgeno- 
grams of normal persons showed both sides to be 
regular and symmetrical in 108 (93 per cent). 
Irregularities occur more often on the right side. 
Very slight defects, especially if on the right side, 
should be disregarded, but when there is clinical 
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evidence of an intracranial tumor, a deformity of 
the petrous ridge is significant and a valuable lo- 
calizing sign. 

The author cites 6 cases in which this study was 
of aid in confirming the diagnosis and localizing the 
growth. In 1 instance the clinical examination 
indicated a tumor on the right side, but the de- 
formity of the petrous ridge was on the left and at 
operation the tumor was found on the left side. 
In another case in which there was a difference of 
opinion the operative findings confirmed the clinical 
findings. 

It is probable that more than one factor is re- 
sponsible for the localized bone atrophy. Probably 
direct pressure from a slowly growing tumor is of 
chief importance. When the atrophy occurs in the 
neighborhood of the internal auditory meatus, the 
presence of an acoustic tumor is to be suspected. 
In addition to pressure, direct infiltration of the 
bone by the tumor is responsible. Another factor is 
obstruction of the lateral sinus, as by an angle 
tumor, with resultant dilatation. After a long time, 
bone changes may result from the pulsations trans- 
mitted to a tumor mass directly over the bone. 

H. Heacock, M.D. 


Cushing, H., and Bailey, P.: Hamangiomata of 
Cerebellum and Retina (Lindau’s Disease), 
with the Report of a Case. Arch. Ophth., 1928, 
Ivii, 447. 

Cushing and Bailey, who have done so much to 
clarify our views on tumors of the glioma series, are 
again pioneers in bringing before American physi- 
cians the brilliant work of the Swedish pathologist, 
Arvid Lindau. In this article they give a brief re- 
view of Lindau’s work and of the case reports in 
the literature before Lindau recognized the relation- 
ship between hamangioblastomata of the retina and 
cerebellum and other parts of the body such as the 
adrenals, kidneys, etc. They review also the cases 
of angiomatosis retina recorded in the literature 
and report a case of Lindau’s disease seen in their 
own practice. 

The latter, the first case of Lindau’s disease to 
be reported in the American literature, was that of 
a man forty years of age. At operation, performed’ 
December 13, 1922, a cerebellar cyst containing 
xanthochromic fluid with a small mural tumor was 
removed. Prompt recovery followed. The haman- 
gioblastoma in this case was first diagnosed as a 
vascular glioma. 

In 1926, while the authors were engaged in a study 
of tumors arising from the blood vessels of the 
brain, Lindau’s monograph appeared. This caused 
them to restudy their eleven cases of hamangio- 
blastoma. In all of their cases the tumor was located 
in the cerebellum. Five of the patients died. In 
the three cases in which an autopsy was performed 
no abnormalities were found elsewhere in the body 
(spinal cords and retina not examined). 

The patient whose case is reported was the first 
of the six survivors to return upon request and was 


4 
rt 
is 
t- 
of 
_ 
on 
at 
60 
it. | 
he 
“a- 
la. 
of 
perf 
sed 
ing 
ter 
the | 
ff 


120 


the only one who had an unmistakable retinal an- 
gioma. The lesion is described in detail. 

Because of the known familial tendencies of the 
disease, additional facts were sought on the patient's 
readmission to the clinic. It was found that his 
father had died at the age of thirty-six years in an 
attack thought to be due to the rupture of a cystic 
tumor of the brain which was called a sarcoma. 
Kight years previously, his father’s sister had died 
in a similar manner. Of the patient’s two sisters, 
one brother, and eight children, several have poor 
eyesight. One sister and all of the children have 
been examined, but as yet none of them shows 
hemangiomatous changes of the retina. 

Leo M. Davinorr, M.D. 


McLean, A. J.: The Route of Absorption of the 
Active Principles of the Posterior Hypophysial 
Lobe. Ludocrinology, 1928, xii, 467. 


McLean titrated the oxytocic power of dialysates 
from the blood plasma of dogs, human beings, and 
cattle (guinea pig’s uterus, checked qualitatively by 
melanophore tests on frogs) against pituitrin of 
known strength. He found presumptive evidence of 
the presence of pituitrin in the blood of these animals 
and that the concentration of this substance was 
greater in the external jugular veins than elsewhere 
in the body while the concentration in the cerebro- 
spinal fluid was about equal to that in arterial blood. 

Ile is therefore led to the conclusion that the 
absorption of the products of the posterior lobe of 
the hypophysis takes place primarily by way of the 
blood stream rather than by a transneural route. 

Leo M. Daviporr, M.D. 


Reichert, F. L.: The Results of Replacement Ther- 
apy in an Hypophysectomized Puppy: Four 
Months of Treatment with Daily Pituitary 
Heterotransplants. /ndocrinology, 1928, xii, 451. 


Reichert has repeated on a dog the work done by 
Smith on rats. His results, although not so striking 
as those obtained by Smith, were nevertheless 
indicative of the control possessed by the pituitary 
gland over growth and sexual function. 

A female puppy six weeks old was hypophysec- 
tomized and allowed to go for six months untreated. 
During this period she failed to grow or mature 
physically or sexually as compared with a healthy 
litter-mate sister. 

When she was seven and one-half months old, 
replacement therapy by daily injections of fresh 
rabbits’ hypophysis was started. Congestion of the 
external genitalia occurred within forty-eight hours 
and continued throughout the period of treatment, 
which lasted four months. During this period the 
milk teeth were replaced by permanent teeth, the 
epiphyses closed, and the coat changed from the 
downy coat of a puppy to that of an older dog. 

The increase in size and weight was not striking, 
but the author believes that this was due to his 
having delayed treatment for so long after the hypo- 
physectomy. Leo M. Daviporr, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


SPINAL CORD AND ITS COVERINGS 


Kubie, L. S., and Fulton, J. F.: A Clinical and 
Pathological Study of Two Teratomatous Cysts 
of the Spinal Cord Containing Mucus and Cili- 
ated Cells. Surg., Gynec. & Obst., 1928, xlvii, 297. 


The authors describe two very rare teratomatous 
cysts of the spinal cord containing thick “‘egg- 
white” fluid full of ciliated epithelial cells. Both 
were successfully removed at operation. The first 
was found in a boy of two years who had been 
dragging his right foot since he first began to walk. 
The early symptoms were rather indefinite, but 
eventually there were unequivocal signs of cord com- 
pression with spinal fluid block and the thick fluid 
containing ciliated cells was evacuated by lumbar 
puncture. Removal of the cyst by laminectomy was 
followed by complete recovery. 

The second tumor was found in a woman twenty- 
seven years of age who, since the age of two, had 
had five sudden attacks of left hemiplegia with pain 
in the left cervical region and Brown-Séquard dis- 
sociation of sensation in the trunk and extremities. 
The attack for which the patient entered the hos- 
pital caused respiratory embarrassment and almost 
complete quadriplegia with sensory disturbance at 
the level of the fourth cervical vertebra. The cyst 
removed at operation resembled that found in the 
first case, but showed complexities commensurate 
with its greater age. Recovery resulted. 

In discussing the pre-operative and postoperative 
course in the second case, the authors state that in 
the patient’s last attack, as in the earlier ones, the 
paralysis developed first and persisted longest on 
the left side although during the height of the con- 
dition it was the right side that showed the more 
profound loss of power. The left side showed, from 
first to last, the more marked reflex hyperexcitabil- 
itv. The explanation suggested is that the right 
side suffered the more recent injury and hence mani- 
fested the flaccidity of ‘‘spinal shock,” while on the 
left side there was presumably a condition of chronic 
impairment of the upper motor neurones, spinal 
shock having long since passed off. 

It was observed also in this case that painful 
sensations from the muscles, joints, and tendons 
were preserved on the left side although the sense 
of position on this side was lost. However, on the 
right side, where the cutaneous sense of pain was 
diminished, the pain in deeper structures was also 
diminished. Accordingly, the fibers that mediate 
deep pain must run in close proximity to those 
mediating cutaneous pain. It was significant also 
that on the left side, with normal cutaneous sen- 
sibility, a high degree of ‘‘ posterior column astereog- 
nosis” was present. 

Postoperatively, the various sensory and motor 
functions returned in the reverse order from that in 
which they had disappeared. Throughout the pa- 
tient’s recovery, motor functions returned more 
promptly than sensory functions. Of the sensory 
functions, the slowest to return were the more 
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highly developed qualities of sensation such as that 
of the perception of light touch and the texture of 
materials. Pain returned more rapidly, probably 
because it passes along fibers of small diameter 
which are less susceptible to compression. 

Leo M. Davinorr, M.D. 


SYMPATHETIC NERVES 


Reid, M. R.: Tumors of the Autonomic Nervous 
System. Aun. Surg., 1928, Ixxxviii, 516. 


The author reviews the tumors of the autonomic 
system which have been reported in the literature 
and classifies them as neuroblastomata, ganglio- 
neuromata, and paragangliomata. The neoplasms 
were found in the following locations: appendix, 
325; carotid body, 111; suprarenal medulla, 70; 
small intestine, 17; stomach, 2; central nervous 
system, 18; cervical sympathetic chain, 8; thoracic 
sympathetic chain, 11; abdominal sympathetic 
chain, 27; miscellaneous sites, 21. 

Neuroblastomata are malignant tumors appar- 
ently arising from the neuroblasts or undifferen- 
tiated cells from which the autonomic and chromaf- 
fin systems develop. They occur most frequently 
in infancy or early childhood and their site of 
predilection is the suprarenal gland. As a rule 
the primary growth is small. Metastases may be 
formed in the liver, lungs, and lymph glands. The 
larger tumors and metastases are nodular masses of 
rather firm consistency. On section, their cut sur- 
face is a glistening white with streaks of color due 
to local haemorrhagic degeneration. Microscopically, 
they are alveolar in type and their characteristic 
cells are usually arranged rosette-fashion about a 
central mass of fibers. Metastasis seems to occur 
most frequently by way of the lymph stream. ‘The 
diagnosis is difficult without biopsy. 
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Ganglioneuromata are benign tumors arising 
from ganglionic elements of the autonomic nervous 
system. They occur most frequently in female 
adults, usually on the left side, and most commonly 
in the central nervous system and its membranes 
and the great sympathetic chains. They vary from 
the size of a hen’s egg to that of a child’s head, and 
grossly resemble fibromata. Microscopically, they 
are reticular. The interstices contain medullated 
and non-medullated nerve fibers intermingled with 
multipolar ganglion cells. Except in the very rare 
instances of malignant degeneration, the symptoms 
are caused merely by the mechanical difficulties due 
to the size of the growth. 

Paragangliomata are benign tumors arising from 
chromaffin tissue. ‘They usually occur in adults and 
are found most frequently in the carotid gland and 
the appendix. Grossly, they are nodular and of firm 
consistency and even texture. The cut surface 
varies from yellow to red. Microscopically, they are 
alveolar and composed of polyhedral granular cells 
arranged in compact groups and surrounded by 
hyperplastic capillary endothelium. ‘The symptoms 
caused by them are usually due to mechanical 
pressure. 

The article is concluded with various tabulations 
of the author's case collections and a comprehensive 
bibliography. Eric OLpBerG, M.D. 


Muller, G. P.: End-Results of Periarterial Sym- 
pathectomy. Ann. Surg., 1928, Ixxxviii, 474. 
Muller believes that some of the failures of 
periarterial sympathectomy may be attributed to the 
faulty selection of cases, and that the operation will 
prove of particular value in the treatment of re- 
fractory ulcers of the extremities, especially those 
due to trophic disturbances. 
Leo M. Daviporr, M.D. 
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SURGERY OF THE CHEST 


TRACHEA, LUNGS, AND PLEURA 


Boot, G. W.: Problems in Bronchoscopy and 
(Esophagoscopy. Ann. Olol., Rhinol. & Laryngol., 
1928, XXXxvii, 987. 

Bronchoscopy is indicated for diagnosis in cases 
with signs and a history pointing to the presence in a 
bronchus of a foreign body that does not show in the 
X-ray picture and in cases of lung abscess, gangrene 
of the lung, and bronchiectasis. 

Immediate bronchoscopy is necessary chiefly when 
an inhaled foreign body causes considerable respira- 
tory embarrassment because of its large size or its 
shape or because it comes up against the undersur- 
face of the glottis in such a way as completely to cut 
off the supply of air. In the ordinary case in which a 
foreign body has been inhaled, careful and complete 
preparation for operation is usually possible. An 
inhaled peanut must be removed promptly as it 
causes a severe reaction. 

Each type of bronchoscope and cesophagoscope 
has certain advantages. The Bruening instruments 
can be used in smaller trachew and bronchi than 
the Jackson instruments. On the other hand, the 
Bruening instruments must be used largely by the 
sense of touch, while the Jackson instruments can be 
used under visual control. ‘The Jackson instruments 
require smaller and weaker forceps than the Bruen- 
ing instruments. When it is necessary to cut the 
foreign body before removing it, the Bruening in- 
struments are to be preferred. A much larger foreign 
body may be removed through the Bruening instru- 
ment than through the Jackson instrument. 

For the beginner, lower bronchoscopy is safer than 
upper bronchoscopy. The danger from a tracheot- 
omy is not great if ordinary surgical skill is used. If 
the foreign body is very rough and irregular, trache- 
otomy should precede the bronchoscopy. 

If general anesthesia is necessary, it should be in- 
duced with ether. The anesthesia induced by ni- 
trous oxide does not last long enough. Chloroform is 
too dangerous. In the cases of adults, cocain may 
often be employed to advantage if the patient is of 
the phlegmatic type. Solutions as strong as 25 per 
cent may be necessary. 

When the neck cannot be extended, tracheotomy 
can be done and the foreign body removed by lower 
bronchoscopy if the head can be rotated and the 
foreign body is in the trachea or a bronchus. 

Mere R. Hoon, M.D. 


Weidlein, I. F., and Herrmann, L. G.: Abscess of 
the Lung: Experimental Studies in Chronicity. 
J. Am. M. Ass., 1928, xci, 850. 


In experiments on dogs, the authors found that 
lung abscesses could be produced at will by freeing 


small artificial septic emboli into the venous circula- 
tion, but they usually healed by cicatrization within 
three weeks. 

In a second series of experiments they attempted, 
by producing a chronic cough, to cause abscesses 
more nearly simulating the chronic abscesses occur- 
ring in man. The cough was caused by subjecting 
the animal to inhalations of diluted free chlorine gas 
for a few minutes three times a day. It was found 
that by this method the duration of the abscess 
could be prolonged for a period of four or five weeks 
but no longer. 

In another series of experiments, anaerobic organ- 
isms were used. When these were introduced by the 
venous route, abscesses of a greater degree of chron- 
icity could be produced, but when they were intro- 
duced by the intratracheal route, abscesses were pro- 
duced only when the entire bronchus was occluded. 
These experiments seem to indicate that the pres- 
ence of certain anaerobic organisms is of importance 
in the production of chronic pulmonary abscesses. 
Whether these infectious agents reach the lung in 
man by way of the air passages or the blood stream 
is still unknown. Under experimental conditions, 
however, insufflated material must block the air 
passage completely as well as injure the bronchi 
before an abscess is produced. ‘This fact, coupled 
with the observation that the arsenical drugs which 
kill spirochetes will rarely, if ever, cure pulmonary 
abscess in man, even though they alleviate the con- 
dition, suggests that the anaerobic organisms are 
probably secondary invaders. 

Undoubtedly, the bronchiectatic type of abscess 
has its beginning in the bronchial tree. This is the 
type of lesion that follows the inhalation of a foreign 
body or grossly contaminated material which be- 
comes lodged and occludes the finer bronchial rami- 
fications. It responds readily to treatment when the 
foreign body or obstructing material is removed and 
the cavity is aspirated endoscopically. 

Racpu B. Berruan, M.D. 


Clerf, L. H.: Lung Abscess Following Tonsillec- 
tomy from the Standpoint of the Broncho- 
scopist. Allantic M.J., 1928, xxxi, 


Clerf emphasizes that because of the increasing 
number of reported cases of lung abscess complicat- 
ing tonsillectomy, it behooves every laryngologist 
to study his patients carefully before operation and 
to employ all possible prophylactic measures. 

Whenever pulmonary symptoms develop follow- 
ing tonsillectomy the possibility of impending lung 
abscess should be immediately considered. No 
patient subjected to tonsillectomy should be dis 
charged from observation until after three or four 
weeks. 
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In all cases of postoperative lung complications, 
the examination should include an X-ray study. 

One of the most valuable methods of treating 
abscess of the lung following tonsillectomy is bron- 
choscopic aspiration carried out by an experienced 
bronchoscopist on the advice of the internist, roent- 
genologist, and surgeon and in conjunction with 
such medical measures as may be recommended by 
the internist. 

In conclusion Clerf states that no patient with an 
incipient abscess of the lung has had the full benefits 
afforded by medical and surgical skill if bronchos- 
copy was not considered as a possible method of 
treatment in his case. Rarpu B. Betrman, M.D. 


Schall, LeR. A.: Primary Carcinoma of the Bronchi. 
Ann. Otol., Rhinol. & Laryngol., 1928, xxxvii, 762. 


Primary carcinoma of the lung is by no means as 
rare as the textbooks suggest and it appears to be 
becoming more common. Whether the increase in 
its incidence is a true increase or due to more accu- 
rate diagnosis is problematical, but the theory that 
the pulmonary trauma suffered during the influenza 
epidemic of 1918-1919 is responsible for an actual 
increase appears reasonable. 

The tumors have three sites of origin: (1) the 
bronchial mucous membrane; (2) the bronchial mu- 
cous glands, and (3) the alveolar epithelium. Those 
arising from the bronchial epithelium are either 
squamous- or cylindrical-celled tumors, whereas 
those arising from the mucous glands are mainly 
adenomatous in structure. 

Primary carcinoma of the bronchi is more common 
in males than in females and usually develops after 
the fortieth year of age. The symptoms are a cough, 
dyspnoea, pain, hemoptysis, fever, and cachexia, 
which vary in degree and combination according to 
the size and location of the growth. The most con- 
stant symptom is cough. 

In the differential diagnosis, tuberculosis, pul- 
monary abscess, gangrene, cyst, foreign body, and 
aneurism must be considered. The condition is prob- 
ably confused most frequently with tuberculosis. 

Childs states that in the roentgen examination 
tuberculous masses are usually found in the posterior 
mediastinum while cancerous nodules are discovered 


more frequently in the anterior mediastinum. Car- 
man found that erroneously diagnosed cases fall into 
two groups: (1) those in which the lesion is mistaken 
for a mediastinal tumor, bronchopneumonia, gan- 
grene, tuberculosis, cyst, or empyema, and (2) those 
in which the pulmonary tumor is latent and symp- 
toms of extrathoracic metastases predominate. The 
diagnosis rests mainly on the findings of broncho- 
scopic examination. The bronchoscopic picture is 
that of bronchial occlusion, either by a tumor mass, 
outcropping, or stenosis due to infiltration of the 
bronchial wall with smooth bronchial mucosa. 

Six cases of primary carcinoma of the bronchus are 
reported. 

The author draws the following conclusions: 

1. Primary carcinoma of the bronchus is not an 
extremely uncommon disease. 

2. Patients with obscure chest conditions should 
have the benefit of the close co-operation of the 
thoracic surgeon, the internist, the roentgenologist, 
and the bronchoscopist. 

3. Bronchoscopy is the best means of establishing 
an early diagnosis of bronchial malignancy. 

MERLE R. Hoon, M.D. 


Smith, R. E.: The Etiology of Primary Lung Car- 
cinoma: An Experimental and Clinical Inves- 
tigation. J. Cancer Research, 1928, xii, 134. 


A study of forty-eight cases of primary human 
carcinoma proved by autopsy failed to reveal a 
definite etiological factor. In the author’s experimen- 
tal investigations, one group of mice were exposed 
to coal-tar fumes, others were exposed to fumes from 
the exhaust of a Ford engine, and others were 
painted with gasoline over a period of five months. 
Carcinoma of the lungs did not occur in those ex- 
posed to the coal-tar fumes, but developed in one 
(3.8 per cent) of those exposed to the exhaust gas 
and in one (3.4 per cent) of those that were painted 
with gasoline. ‘This incidence was not markedly 
greater than the spontaneous occurrence of lung 
carcinoma. Neither the author’s experiments nor 
his clinical observations gave any support to the 
theory that carcinoma of the lung is caused by ex- 
posure to the fumes of coal tar or gasoline. 

Natuan N. Cronmn, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Koontz, A. R.: New Principles and Procedures in 
Hernia Repair. 7exas State J. M., 1928, xxiv, 259. 


In experiments conducted at the Surgical Hunte- 
rian Laboratory of the Johns Hopkins Medical 
School, the occurrence of union between muscle and 
fascia or ligaments was demonstrated by gross and 
microscopic findings. Further investigations re- 
vealed that if the muscle was stripped clean of all 
areolar tissue or if the edge of the muscle was cut, 
the union was much firmer. 

The studies of Gallie and LeMesurier with regard 
to the use of living sutures and of Nageotte with 
regard to dead grafts stimulated wider investiga- 
tions. It was found that relatively large pieces of 
fascia which had been preserved in 70 per cent 
alcohol could be transplanted into living tissue. 
The dead cells of the graft were removed by wander- 
ing cells of the host. Fibroblasts from the host grew 
into the persisting connective tissue framework of 
the graft, a new circulation was established, and in a 
short time it was impossible to distinguish the dead 

raft. 
. Applying the principles worked out in animal 
surgery, the author has operated upon twenty-six 
hernie in man, using alcohol-preserved strips of 
fascia lata of the ox as suture material and the 
technique advocated by Gallie and LeMesurier for 
living sutures. 

Preserved fascial strips are not a suture material 
in the ordinary sense of the word. They are not ab- 
sorbed as are ordinary absorbable sutures, nor do 
they lie as an inert foreign body. The material be- 
comes an integral part of the organism into which it 
is implanted. E. Sackteton, M.D. 


Waugh, G. E.: The Clinical Aspect of Congenital 
Mesenteric Malformation in Children. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 1717. 

Congenital malformations of the mesentery are 
definite morbid entities of a chronic type which may 
be recognized before operation by careful clinical 
and roentgenological investigation. 

The syndromes to which they give rise do not 
resemble those of any of the well-known abdominal 
surgical diseases nor any of the purely functional 
disabilities to which the term “indigestion” is 
applied. 

The most important physical sign is the “empti- 
ness” of the right iliac fossa, associated sometimes 
with an asymmetrical enlargement of the abdomen 
on the left side. These signs follow of necessity 
inasmuch as the whole segment of the embryonic 
midgut is involved in a failure of rotation and fixa- 
tion after reduction from the umbilical sac. 


Operation may effect a cure, and when it fails to 
do so may serve to reveal more accurately the char- 
acter of the malformation so that a rational course 
of treatment may be adopted. 

Georce A. M.D. 


GASTRO-INTESTINAL TRACT 


Fredet, P., and Lesné, E.: Hypertrophic Pyloric 
Stenosis in Infants. The Anatomical Result of 
Pylorotomy in a Patient Treated and Cured 
Three Months Previously (Sténose hypertrophi- 
que du pylore chez les nourrissons. Résultat ana- 
tomique sur un sujet traité et gueri depuis trois 
mois). Bull. et mém. Soc. nat. de chir., 1928, liv, 1050. 


In the case reported, typical symptoms of pyloric 
stenosis developed on the thirtieth day after the 
infant’s birth, and during the following eighteen 
days the child rapidly lost weight. A roentgenogram 
showed almost complete obstruction at the pylorus, 
only a trace of the barium meal passing in twenty- 
four hours. 

At operation, a very vascular, firm, olive-shaped 
tumor of the pylorus was found and incised in two 
places to the submucosa. The patient recovered, but 
three months later died of influenza and broncho- 
pneumonia. 

In the gross specimen removed at autopsy no 
trace of the two longitudinal incisions could be seen. 
The pylorus was found slightly thickened, but other- 
wise appeared perfectly normal. 

Microscopic examination revealed two fine scars 
at the sites of the incisions. In numerous places, 
however, the scars were interrupted by the mus- 
cularis, the continuity of which had been re-estab- 
lished. 

The rapid healing of the pylorus raises the 
question as to the mechanism by which the Fredet 
operation can cure the stenosis permanently. It has 
long been recognized that the stenosis is physiologi- 
cal as well as anatomical. According to a plausible 
explanation recently advanced by Bard, the contrac- 
tions of the stomach are sufficient to overcome the 
pyloric sphincter under normal conditions, but when 
there is hypertrophy a degree of retention occurs 
which tends to become progressively more severe. 
Therefore section of the sphincter acts by permitting 
re-education of the stomach, the re-establishment 
of the co-ordination between the pyloric and the 
gastric phases of the motor function. 

In the discussion of this report, OmBREDANNE 
advised opening the abdomen by a subcostal incision 
made directly over the liver as this approach en- 
tirely eliminates the possibility of evisceration dur- 
ing or after the operation. 

Abert F. De Groat, M.D. 
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Martin, E., and Burden, V. G.: Pyloric Achalasia 
and Peptic Ulcer. Ann. Surg., 1928, Ixxxviii, 565, 
Pyloric achalasia is defined by Hurst as failure of 
the pyloric sphincter to relax. In the authors’ 
opinion, spasm of the pyloric sphincter is responsible 
for chronic dyspepsia and ulcer symptoms in the 
absence of a gross ulcer, and is a contributing factor 
in the development and chronicity of peptic ulcer. 
Pyloric achalasia, the failure of inhibition whereby 
the sphincter remains closed but not spastic, is the 
result of a disturbance of the correlation between 
sympathetic and parasympathetic control. An im- 
portant function of the sphincter of the pylorus is 
the control of duodenal regurgitation, an important 
phenomenon occurring during both digestive and 
interdigestive phases. The hydrochloric acid con- 
tent of normal gastric juice is 0.5 per cent when the 
juice is freshly formed, and for purposes of digestion 
is reduced to from 0.15 to 0.2 per cent. 

All surgical procedures used in the treatment of 
peptic ulcer aim to reduce the acidity of the stom- 
ach. Partial resection of the stomach effects the 
most decided reduction in the gastric acidity and 
maintains low acid values because it removes large 
numbers of acid-secreting cells and favors the free 
regurgitation of the duodenal contents. Various 
methods of pyloroplasty have been practiced with 
varying degrees of success. Judd prefers excision 
of the ulcer combined with removal of the anterior 
half of the pyloric sphincter and completed as a 
gastroduodenostomy. Payr and Shoemaker have 
advocated excision of the anterior half of the sphinc- 
ter without opening of the submucosa, 

The authors advocate the submucous removal of 
the anterior half of the sphincter without opening 
of the mucosa. The sphincter is readily identified 
by the transverse veins. Tapping the pylorus causes 
the sphincter to contract. The veins above and 
below are ligated by catgut sutures on a curved 
needle which are left long for traction sutures. A 
transverse curved incision down to the mucosa is 
made with a sharp scalpel on the gastric side and 
also on the duodenal side of the sphincter. The 
sphincter is then cut across at its lower border, 
peeled from the mucosa, and cut across at the upper 
border. The defect on the surface of the bowel is 
closed by a continuous suture of fine chromic cat- 
gut. Experimental operations on the dog have 
shown that this operation does not cause narrowing 
of the bowel at the site of the pylorus. 

Joun W. Nuzum, M.D. 


Walton, A. J.: Carcinoma of the Stomach. Lancet, 
1928, ccxv, 438. 

The author does not accept the theory that cancer 
is increasing. During the past fifteen years he has 
operated upon 229 cases of gastric cancer. During 
the same period, 1,086 patients were operated upon 
for chronic simple ulcer. In all instances the diag- 
nosis was confirmed by microscopic examination or 
visual inspection. A striking contrast between the 
number of cancer and ulcer cases operated upon 


yearly is shown graphically. Whereas the number of 
cases of carcinoma remained nearly constant, a 
steady increase in the cases of ulcer was noted from 
year to year. In the cases reported during 1927, the 
ratio of ulcer to cancer was 3:11. 

The relationship of cancer to ulcer of the body of 
the stomach is discussed. It is the latter type of 
lesion that is prone to become malignant. Walton 
states that in his present practice, ulcers of the lesser 
curvature are 3 times as frequent as in 1913. He is of 
the opinion that the marked difference in the yearly 
increase of the two lesions can be attributed only to 
the cure of many ulcers by surgery. 

With regard to the relationship of the conditions to 
sex, the author states that whereas both cancers and 
ulcers are much more common in males than in 
females, the difference is more evident in ulcers than 
in cancers. 

Walton has reviewed the literature on the results 
of operation in gastric cancer. In a series of 651 cases 
of resection reported by Mayo, 38.6 per cent of the 
patients survived three years or more and 26.5 per 
cent survived five years or more. In contrast to 
these figures, Gibson reports that of 70 patients 
operated upon for gastric cancer, only 1 was alive 
after three years and only 1 survived after five 
years. Walton states that his results agree with 
those of Gibson. He is of the opinion that recurrence 
is due, not to too conservative surgery, but to the 
surgeon’s inability to subject the patient to opera- 
tion early enough. 

In improved diagnosis lies the only hope of im- 
proving the results. When seen by the surgeon, only 
one-third of gastric cancers are operable. Cases of 
gastric cancer are often treated medically for long 
periods of time in the belief that the lesion is an ulcer. 
Moreover, many patients treat themselves, especially 
when the symptoms are slight. Walton points out 
the great value of routine X-ray and test-meal 
examinations in the cases of all persons over forty 
years of age who complain of persistent dyspepsia. 

Morris A. Stocum, M.D. 


Horsley, J. S.: Cancer of the Stomach in Patients 
Over Seventy Years of Age. Ann. Surg., 1928, 
Ixxxviii, 554. 


During the past two and one-half years the author 
performed partial gastrectomy for cancer of the 
stomach in five patients over seventy years of age. 
He used a modification of the Billroth I operation, 
approximating the upper stump of the stomach to 
the end of the duodenum after flaring open the 
duodenum by an incision about 114 in. long in the 
anterior wall. A o.5 per cent solution of novocain 
was used for subcutaneous infiltration of the abdomi- 
nal wall and for injection retroperitoneally about the 
head of the pancreas and to the left toward the verte- 
bra above the pancreas. 

Of the five patients, all men, the oldest was seven- 
ty-seven years and the youngest seventy years of 
age. The average age was seventy-three years. The 
time required for the operation varied from two to 
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two and one-half hours. None of the patients left the 
table with a pulse rate over 80. In four cases, the 
cancer was very far advanced. In two, resection of 
the transverse colon was necessary. In two cases in 
which the colon was anastomosed end-to-end a fecal 
fistula developed. Two patients gave a history sug- 
gestive of benign ulcer of the stomach. In the three 
other cases the cancer developed without previous 
gastric distress. 

The first patient survived operation for nearly 
two years and died from a recurrence. The second 
developed postoperative pneumonia, but recovered 
and survived for two years and three months, finally 
succumbing to a recurrence of the cancer. ‘The third 
patient lived eight and one-half months after the 
operation and died from the effects of an intercur- 
rent disease. 

In the case of the fourth patient, a man of seventy 
years, a very extensive carcinoma was resected with 
a portion of the transverse colon and the round liga- 
ment of the liver. After the operation a fecal fistula 
developed but eventually closed. Microscopic sec- 
tions revealed an adenocarcinoma of mild malig- 
nancy. A recurrence developed within a year after 
the operation. The fifth patient, a man of seventy- 
five years, was subjected to gastrectomy for a very 
extensive cancer involving the lymph nodes of both 
the lesser and the greater curvatures of the stomach. 
Six days after the operation the wound was opened 
and the transverse colon found to be gangrenous for 
about 5 in. in the mid-portion. Resection followed by 
end-to-end anastomosis was therefore done. The pa- 
tient died a few days later with a colonic fistula. 

The author believes that while the results cannot 
be regarded as brilliant, the extensive operative pro- 
cedure was justified by the several months of life 
accorded the four.patients who survived. 

Joun W. Nuzum, M.D. 


Eberts, E. M.: Carcinoma and Ulcer of the Stom- 
ach. Canadian M. Ass. J., 1928, xix, 145. 


During the past five years many important articles 
have been written on the relationship of cancer to 
peptic ulcer, but the opinions expressed have been 
very divergent. ‘Three questions are taken up: 

1. Can a gastric cancer be converted into a gas- 
tric ulcer? A case cited by Thalheimer and Wilen- 
sky, in which the malignant gastric tissue had been 
completely digested away though there were mul- 
tiple metastases, apparently answers this question 
in the affirmative. 

2. What percentage of cancers of the stomach 
originate in peptic ulcer? Wilson and MacCarty 
say as high as 71 per cent, whereas Eberts estimates 
from 5 to 10 per cent. 

3. What percentage of gastric ulcers become can- 
cerous? MacCarty reports that 68 per cent of the 
gastric ulcers in his series of cases were associated 
with cancer. According to Ewing, the incidence of 
cancerous change in gastric ulcer is about 3 per cent. 
In Eusterman’s opinion, every ulcer is potentially 
a cancer. 


The author believes that in every case of cancer 
of the stomach, even if it appears inoperable on 
physical examination, an exploration should be done, 
and that in the absence of infiltration of the pan- 
creas, involvement of the transverse colon, and 
metastasis in the liver, resection should be under- 
taken. 

Infiltration of the abdominal wall with a local 
anesthetic for the incision, and, after the abdomen 
has been opened, infiltration of the root of the 
transverse mesocolon and gastrohepatic omentum 
along the lesser curvature at the juncture of the 
fundus with the oesophagus or the use of splanchnic 
anesthesia will render it possible to perform resec- 
tion without discomfort to the patient and without 
the risk of pneumonia from prolonged anesthesia. 

Paut W. Sweet, M.D. 


Moise, T. S.: Gastro-Enterostomy with a Trans- 
verse Jejunal Incision; Preliminary Clinical 
Report. Surg., Gynec. & Obst., 1928, xlvii, 383. 

Moise states that the mechanics of the usual side- 
to-side gastrojejunostomy is faulty because of the 
division of the circular muscle fibers by the longitudi- 
nal jejunal incision. When the stomach is stretched 
by large amounts of food, the food may be forced 
through the patent pylorus and re-enter the stomach 
by way of the proximal loop. This circulation of food 
is due to the valve-like action of the anastomosis. 
When the wall of the stomach is stretched so that the 
edges of the opening into the jejunum are separated, 
the intestinal wall becomes flattened over the stoma 
and the openings into the intestine become merely 
narrow slits. The opening on the proximal side of the 
stoma permits food to circulate by way of the py- 
lorus and duodenum and return to the stomach, but 
both slits offer a valve-like hindrance to the egress of 
food from the stomach by way of the stoma. The 
more the gastric wall is stretched, the more effective 
the valves become. Moreover, the division of the 
circular muscle fibers at the stoma in the usual side- 
to-side gastrojejunostomy makes it impossible for 
peristalsis to be effective at the angulation in the 
jejunum at the distal end of the anastomosis. Hence 
the force that normally pushes the food along and 
straightens the kink is lacking. 

Various modifications have been suggested to 
avoid these defects in side-to-side gastrojejunostomy. 
The author recommends an operation in which the 
jejunal incision is made transversely. 

In the technique described, the stomach, trans- 
verse colon, and omentum are turned upward to ex- 
pose the under-surface of the transverse mesocolon, 
as in the usual procedure, and the duodenojejunal 
juncture is located. ‘The posterior surface of the 
stomach is then exposed by an opening made through 
an avascular portion of the transverse mesocolon. 
The stomach is delivered and the part required for 
the anastomosis is located. At either end of the pro- 
posed gastric incision a guide suture is inserted. 

The line of the gastric incision is selected as in the 
standard procedures. In the cases reported the open- 
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ing was made so that the stoma would lie vertically 
or extend from above downward and to the right at 
an angle of 45 degrees with the horizontal. The line 
selected is such that there will be no rotation or kink- 
ing of the jejunum proximal to the anastomosis. The 
opening in the mesocolon is closed by the suturing of 
the cut edges to the stomach wall. 

The jejunum is lifted into position for a short-loop 
operation. A point is selected between adjacent 
straight intestinal arteries and two small crushing 
clamps are applied side by side, extending across 
from two-thirds to three-quarters of the diameter of 
the intestine. A margin of 4 in. is left at the mesen- 
teric border. After an incision is made between the 
clamps, the handles of the clamps are separated and 
the direction of the original transverse incision is 
changed to run parallel with the long axis of the 
intestine. This portion of the jejunum is approxi- 
mated to the stomach along the line of the proposed 
gustric incision so that the distal loop will lie near the 
greater curvature. A posterior row of interrupted 
silk sutures is inserted. Care is taken that the middle 
suture is accurately placed opposite the end of the 
original jejunal incision. 

An incision is then made into the stomach of the 
same length as the jejunal stoma (approximately 2! 
in.). The bleeding is controlled with ligatures of fine 
plain catgut. ‘The crushing clamps are removed and 
the crushed edges of the jejunum are excised. The 
anastomosis may be completed according to the oper- 
ator’s preference. In the usual procedure, suturing 
with No. o chromic catgut is begun in the middle of 
the anastomosis posteriorly and carried in either di- 
rection as a continuous through-and-through locked 
stitch. This suture is continued around the angles as 
a continuous, inverting, mattress stitch until the 
anastomosis is completely closed. To avoid pro- 
ducing an unduly large diaphragm, care is taken that 
the inversion on the jejunal side is minimal. The 
anterior layer is re-inforced with interrupted mat- 
tress sutures of fine black silk to complete the anas- 
tomosis. 

On replacement of the stomach and transverse 
colon, the distal jejunal loop gravitates downward at 
right angles to the greater curvature in the opiimum 
mechanical position. The proximal and distal open- 
ings are each about the size of the cross-section of the 
jejunum. 

The operation of gastro-enterostomy with a trans- 
verse jejunal incision according to the technique de- 
scribed has been performed in twenty-three cases, 
including seventeen in which it was performed as the 
procedure of choice and six in which it was done as a 
palliative measure for the relief of pyloric obstruc- 
tion in malignant disease. 

In the entire series of cases the immediate con- 
valescence was surprisingly uneventful. ‘The func- 
tional efficiency of the anastomosis was studied by 
routine fluoroscopic examinations of the stomach 
shortly before the patients were discharged from the 
hospital and at later intervals, between two and nine 
months after the operation. In some of the cases no 


six-hour gastric residue was noted in the immediate 

postoperative roentgenograms. ‘The occurrence of 

the so-called ‘‘ vicious circle” was largely prevented. 
Morris H. Kann, M.D. 


Balfour, D. C.: Recurring Ulcers Following Partial 
Gastrectomy. Ann. Surg., 1928, Ixxxviii, 548. 


The author reports a study of twenty-eight cases 
in the Mayo Clinic in which recurring ulcer following 
partial gastrectomy was found at subsequent opera- 
tion. In fourteen cases the ulcer followed resection 
for gastric ulcer; in eight, resection for persisting or 
re-activated duodenal ulcer following other opera- 
tions; and in six, resection for gastrojejunal ulcera- 
tion. Classifying the lesions according to operation, 
three followed resection of the Billroth I type; six, 
resection of the Billroth II type; ten, sleeve resection; 
seven, a Polya operation of the posterior end-to-side 
type; and two, resection completed as an anterior 
end-to-side gastrojejunostomy. 

The cause of these recurrences cannot be estab- 
lished since recurrence may take place when every 
known factor has been eliminated. The more impor- 
tant factors are hyperacidity, operative trauma and 
technical errors (such as the injudicious use of 
clamps, poor approximation of the suture lines, and 
inadequate drainage), gross indiscretions following 
operation (excessive smoking, the ingestion of indi- 
gestible foods, prolonged nervous tension, and 
marked irregularity in meals), and foci of infection. 

The symptoms of recurring ulcer parallel those of 
primary ulcer in one important respect: the pain, 
regardless of its situation, radiation, or severity, is 
related to the ingestion of food. The effect of food is 
a fundamental point in the clinical diagnosis of recur- 
ring ulcer. 

In the series of cases reviewed the chief complica- 
tions of recurring ulcer following partial gastrectomy 
were perforation, haemorrhage, and obstruction. 

Fluoroscopic examination is of great aid in estab- 
lishing the diagnosis. 

The treatment of recurring ulcer following partial 
gastrectomy is usually surgical. The pre-operative 
observation and preparation of the patient are ex- 
ceedingly important because the difficulties and 
risks of operation are definitely lessened by rest in 
bed, a bland diet, and the administration of large 
quantities of fluid. 

Certain general principles should be observed in 
the surgical treatment. It is unwise to attempt a 
plastic operation or to employ the same segment of 
jejunum that was used after the primary resection. 
The operation should be done either without clamps 
or with clamps so lightly applied that trauma will 
not result. All areas of obvious inflammatory change 
in either the stomach or jejunum should be removed. 
The new anastomosis should hang free of the meso- 
colon and, if possible, a new type of gastro-intestinal 
anastomosis should be made. In the more intract- 
able cases, jejunostomy should be performed on the 
distal loop for the administration of nourishment and 
fluids during the first few days after the operation. 


128 


The selection of the best type of operation is gov- 
erned by the type of the primary resection, the site 
of the ulcer, the extent of the inflammatory process 
and involvement of other structures, and the pa- 
tient’s general condition. For recurrences following 
a Billroth I type of resection, posterior gastro-enter- 
ostomy should have first consideration. For recur- 
rences following segmental resections, a Polya opera- 
tion or modification of this operation is advisable. In 
the treatment indicated for recurrences following a 
Billroth IT or a posterior Polya operation, the anasto- 
mosis is first mobilized, the mesocolon dissected free, 
the site of the ulcer identified, and a segment of the 
stomach, the entire anastomosis, and enough of the 
jejunum to remove all obviously inflamed tissue are 
resected. 

The results of operation in these cases of recurrent 
ulcer after partial gastrectomy show that the dis- 
ease is very intractable. It should be emphasized 
that partial gastrectomy as a primary operation for 
benign peptic ulcers does not afford absolute assur- 
ance that ulceration will not recur, and that if such 
recurrence takes place, the difficulties of any further 
surgical procedures are often exceedingly great and 
the results none too satisfactory. 


Owings, J. C., McIntosh, C. A., Stone, H. B., and 
Weinberg, J. A.: Intra-Intestinal Pressure in 
Obstruction. Arch. Surg., 1928, xvii, 507. 


In studies of the relationship of intra-intestinal 
pressure to intestinal permeability in obstruction, 
the authors first measured the normal intragastric 
and intra-intestinal pressure, respectively, in ether- 
ized dogs. They found, as Sherrington had done 
some years previously, that the former is from 4 to 5 
cm. of water, and the latter, at a point 40 cm. below 
the pylorus, from 2 to 4 cm. of water. As a result of 
their observations, they are of the opinion that a 
slight positive pressure exists normally in the ab- 
domen. 

Observations were made on eighteen small dogs in 
which simple intestinal obstructions were produced 
at various levels and in four dogs in which intestinal 
loops were isolated. 

It was found that in simple obstruction the intra- 
intestinal pressure is maintained at a level of from 6 
to 8 cm. of water, about twice that of the normal 
maximum (from 2 to 4 cm. of water), and that while 
the bowel is active, the pressure rises to ten or fifteen 
times the normal. The type and magnitude of intes- 
tinal motility in obstruction may be roughly divided 
into three periods. In the first period—the first 
twenty-four hours following the obstruction —there 
is little change from the normal. The second period 
shows a rise in the basic pressure, marked peristalsis, 
and a marked increase in the intra-intestinal pressure 
generally. In the third or terminal phase, a falling 
pressure and a decrease in peristaltic acitivity are 
noted. A period of violent peristalsis comes on early 
and occurs more frequently in high obstruction than 
in low obstruction. In an isolated loop of intestine 
the pressure reached 70 cm. of water, which was 
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much greater than the intra-intestinal pressure in 
simple intestinal obstruction. 
Joun H. Wootsry, M.D. 


Branch, J. R. B.: Intestinal Tuberculosis Causing 
Obstruction. Arch. Surg., 1928, xvii, 440. 


The author reports his clinical experience with 
eight cases of intestinal tuberculosis of the hyper- 
plastic stenosing type. The condition involved the 
terminal ileum, the cacum, and the ascending colon 
and, in a few cases, also the appendix. In two in- 
stances there was an associated tuberculous perito- 
nitis. In one case this was in the ascitic stage, and in 
the other, in the early plastic stage. In three in- 
stances there was evidence of previous pulmonary 
tuberculosis, but in only one of these cases was the 
process active. Grossly, there was a generalized 
thickening of the entire wall of the bowel with 
stenosis caused by old, healed scar tissue. In several 
cases the strictured area was 5 mm. or less in diam- 
eter. In most of the cases small healed or unhealed 
ulcers were found. Microscopic examination re- 
vealed tubercles and bacilli in all except one case. 
Glandular involvement was present in some cases, 
but was extensive in only one instance. 

The two conditions most, likely to be confused 
with hyperplastic occlusive lesions of the cacum are 
appendicitis and malignancy. The author’s patients 
were all between twenty-five and thirty years of age. 
The chief complaint was colicky, recurrent, paroxys- 
mal, generalized and local abdominal pain lasting for 
from three to eight hours and accompanied by the 
gurgling of gas in the bowels, nausea, and vomiting. 
In some cases there was a history of constipation, 
and in others a history of diarrhoea. The attacks of 
pain tended to become more frequent and to last 
longer. 

Physical examination usually revealed a localized, 
moderate tenderness with muscle spasm or resistance 
in the right lower quadrant of the abdomen, and in 
every instance a persistent mass in the cacal region. 
The temperature was normal unless complications 
were present. The leucocyte count was normal ex- 
cept in two cases. 

In every case except one the roentgen-ray demon- 
strated the signs of an ulcerative or hyperplastic 
lesion, namely: (1) a filling defect—-non-filling, irreg- 
ularity, narrowing, and constriction; (2) general co- 
lonic hypermotility; and (3) ileal stasis. The greatest 
amount of information was obtained from examina- 
tion following the administration of both a barium 
meal and a barium enema. 

The operation of choice is resection of the dis- 
eased portion of the bowel with enterocolostomy. 
This was done in six cases with only one death. An 
aseptic technique based on the method of Scarff and 
adapted to end-to-side anastomosis was used. Im- 
portant adjuncts to the treatment were a proximal 
prophylactic enterostomy by means of a catheter; 
the limiting of fluids by mouth and rectum for four 
or five days; and the liberal administration of mor- 
phine to reduce peristalsis to the minimum. 
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The end-results are not given, but five of the eight 
patients are sufficiently well to carry on their usual 
vocations. Joun H. Woorsey, M.D. 


Ginsburg, L., and Klein, E.: Late Intestinal Ste- 
nosis Following Strangulated Hernia. 11. 
Surg., 1928, Ixxxvili, 204. 

The authors state that following the replacement 
of badly devitalized intestine in the abdominal cav- 
ity, symptoms of obstruction may develop after a 
varying free interval, but the obstruction remains 
incomplete for a long time. ‘The symptoms are 
caused by fibrotic intestinal stenosis due to the 
thrombosis of small mesenteric and intramural ves- 
sels resulting from mucosal necrosis and infection 
by organisms from the lumen of the bowel. The 
treatment indicated is an early short-circuiting en- 
tero-anastomosis or bowel resection. Five cases are 
reported in detail. C. Roprrsuek, M.D. 


Dragstedt, C. A.: Experimental Studies in Intesti- 
nal Obstruction and Intestinal Toxzmias. 
Northwest Med., 1928, xxvii, 409. 

Dragstedt discusses obstruction at various levels 
of the gastro-intestinal tract. Complete obstruc- 
tion or removal of the oesophagus and stomach are 
not incompatible with life if provision is made for 
artificial feeding. The duodenum, jejunum, ileum, 
and colon have also been successfully removed. 

The intestinal secretion at the various levels is 
discussed. Loss of gastric juice, bile, or succus 
entericus does not seem to have serious conse- 
quences, but in dogs, loss of pancreatic juice causes 
death in from six to eight days with anorexia, gas- 
tric irritability, vomiting, and asthenia. It is con- 
cluded that continued loss of certain secretions or 
failure to resorb them may account for many 
symptoms arising from obstruction at various levels. 

Acute obstruction in the duodenum or ileum 
causes severe symptoms. ‘The blood chemistry 
findings are characteristic, i. e., decreased chlorides, 
a late increase in the non-protein and urea-nitrogen, 
and an increase in the carbon-dioxide combining 
power of the plasma. 

Isolated loops of bowel which are shunted by 
end-to-end anastomoses produce symptoms similar 
to those of obstruction at their respective levels. 
If these loops are aspirated, drained, or removed 
early, no symptoms develop. Fluid from these loops 
injected intraperitoneally into healthy dogs causes 
characteristic symptoms of acute obstruction. This 
seems to prove that the symptoms are caused by 
toxic products absorbed from the area of obstruction. 

The author points out also that dehydration and 
loss of chlorides are important factors, whether they 
are due to vomiting, failure of resorption, starva- 
tion, or toxemia. Loss of intestinal secretions is 
harmful because such secretions have a definite 
secretagogue action. Excessive secretion favors 
distention and lowers the resistance of the intesti- 
nal mucosa to toxic material in the lumen of the 
bowel. Paut W. Greecey, M.D. 


Gallagher, W. J.: The Effects of Injections of Acid 
and Trauma on Jejunal Transplants to the 
Stomach. Arch. Surg., 1928, xvii, 270. 

In studies of jejunal transplants in animals it was 
found that scar tissue with nutritional disturbance 
was present in all cases of chronic ulcer. Ulcers 
occurred in both anterior and posterior transplants. 
The mucosal ulceration was caused by the operative 
trauma and the decrease in the blood supply to the 
ends of the transplants. 

An artificial hyperacidity produced by injections 
of various concentrations of hydrochloric acid failed 
to increase the occurrence of chronic ulcer. 

SHACKLETON, M.D. 


Allen, N. M.: Postoperative Jejunal Ulcers. Am. 
J. Surg., 1928, v, 128. 


The cause of ulcers near the suture lines after 
gastro-enterostomy is unknown. Among possible 
causes suggested are the use of clamps and non- 
absorbable suture material, a stoma which is too 
small or not weil placed, a haematoma in the suture 
line which becomes infected, focal infection, and 
operation performed in the absence of a pathological 
lesion. 

The ulcers may appear shortly after the gastro- 
enterostomy or may not be found until many years 
later as in a case cited by Balfour in which they were 
first discovered fourteen years after the primary 
operation. 

Allen reports four cases which show the tendency 
of certain persons to develop ulcers regardless of the 
procedure carried out. 

The first was that of a man aged thirty-seven years 
who was admitted to the hospital with a perforated 
duodenal! ulcer. The perforation was sutured. Three 
years later the patient was re-admitted with ulcer 
symptoms and a posterior gastro-enterostomy and 
appendectomy were done. Three years later he was 
admitted with a marginal ulcer. The gastro-enter- 
ostomy was then disconnected, the stomach closed, 
and an end-to-end anastomosis with the jejunum 
performed. Six months later the patient returned 
with a new duodenal ulcer, and a partia! gastrectomy 
was done. Seven weeks later he again had a marginal 
ulcer. ‘This was resected. A short time later the 
patient returned with a perforation. The perforation 
was closed but death occurred the same day. 

The second case was that of a man thirty-two 
years of age who was first treated for duodenal ulcer. 
Excision of the ulcer and posterior gastro-enter- 
ostomy were done. Six years later the patient, was 
re-admitted to the hospital with a marginal ulcer on 
the jejunal side of the anastomosis. The anastomosis 
was disconnected and the ulcer resected. Unevent- 
ful recovery resulted. 

The third case was that of a patient who was sub- 
jected to a gastro-enterostomy in 1919, an operation 
for marginal ulcer in 1920, and a partial gastrectomy 
in 1923. Later in 1923 he re-entered the hospital 
with a marginal ulcer. The ulcer was resected and 
the anastomosis re-established. Recovery followed. 
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Case 4 was another instance in which marginal 
ulcer developed after gastro-enterostomy. The ulcer 
was excised and the gastro-enterostomy disconnected. 

From these cases the author draws the following 
conclusions: 

1. When marginal ulcer occurs, the operation of 
choice is disconnection of the gastro-enterostomy, 
resection of the ulcer, and repair of the stomach and 
jejunum. 

2. It is not justifiable to sacrifice one-half or two- 
thirds of the stomach as a primary procedure when 
no assurance can be given that the ulcer will not 
recur. 

3. Marginal ulcers occur just as frequently after 
partial gastrectomy as after gastro-enterostomy. 

I. Epwarp Bisuxow, M.D. 


MeMurrich, J. P., and Tisdall, F. F.: A Remark- 
able Ileal Diverticulum. Anat. Rec., 1928, xxxix, 
325. 

The patient whose case is reported was a male 
infant thirteen months of age who developed a 
tumor-like swelling in the right upper portion of the 
abdomen. Later the swelling disappeared for a 
month and then returned permanently. Black stools 
had been passed. Before an operation could be per- 
formed, the child developed pulmonary trouble and 
died. 

At autopsy, a remarkable diverticulum of the 
ileum was found. It arose from the intestine 45 cm. 
above the ileocwcal valve, extended upward parallel 
with the mesenteric surface of the ileum, and lay 
between the folds of the mesentery. For 50 cm. of 
its extent it was adherent to the wall of the ileum, 
and for an extent of g cm. it was free in the root of 
the mesentery. 

Grossly and microscopically it resembled the 
ileum in structure, and its lumen was continuous 
with that of the ileum. 

Its origin on the mesenteric surface of the intes- 
tine made its identification as a Meckel’s diverticu- 
lum uncertain. 

The author reviews several similar cases reported 
in the literature and discusses the embryological 
development of diverticula. 

I. Epwarp Btsukow, M.D. 


Barron, M. E.: Simple, Non-Specific Ulcer of the 
Colon. Arch. Surg., 1928, xvii, 355. 


The author reviews fifty cases of simple, non- 
specific ulcer of the colon which have been reported 
in the literature and three cases of his own. He be- 
lieves that such ulcers are not stercoral in origin, 
the result of constipation, and that the chronic in- 
flammatory reaction around them is secondary to 
the lesion. The etiology of this type of ulcer is as 
obscure as that of the common ulcers occurring in 
the stomach and duodenum. 

Of particular interest were the vessel changes in 
the region of the ulcer. Two cases showed vascular 
lesions similar to those associated with endarteritis 
obliterans in the extremities, but in neither of these 


cases was there any associated lesion of the ex- 
tremities. The ulcers varied in size and position. 
Their long axis was either parallel with, or trans- 
verse to, the long axis of the gut. 

The author believes that in all cases the original 
lesion is an acute ulceration and that the inflam- 
matory thickening corresponds in degree to the 
chronicity of the ulcer. 

Marked constipation was present in twenty-one 
of the cases reviewed. In five, it was not pres- 
ent, and in twenty-seven it was not mentioned. 
Melena occurred only occasionally. Severe hwmor- 
rhage was rare. The diagnosis is difficult to estab- 
blish before perforation takes place. Simple ulcer 
of the colon has no pathognomonic signs. 

The surgical treatment of simple ulcer varies, 
according to the character of the ulcer, from simple 
puckering of the serosa over the base to resection 
or a plastic operation. 

In conclusion the author states that simple ulcer 
analogous to gastric or duodenal ulcer may occur in 
any part of the alimentary tract from the oesophagus 
to the rectum. Simple ulcer of the colon is not in- 
frequently associated with gastric or duodenal ulcer. 
It is a distinct lesion which probably occurs more 
frequently than is generally believed. Its gross 
pathological picture may closely simulate that of 
carcinoma. Roscoe R. Granam, M.D. 


Chapman, J. F.: Polyposis of the Large Intestine. 
Am. J. Roentgenol., 1928, XxX, 115. 


The author reports the case of a woman forty- 
nine years of age who had suffered for five months 
from gnawing, burning, and hunger sensations in 
the upper part of the abdomen which were relieved 
by food and soda. She had also been constipated, 
but the constipation had not increased. 

On physical examination, a tender mass was pal- 
pated in the epigastrium, and peristalsis passing 
from right to left was visible. Roentgen examina- 
tion with the use of a barium mixture revealed a 
niche on the greater curvature, a filling defect in 
the body of the stomach, and a filling defect involv- 
ing the entire transverse colon. Although there was 
marked narrowing, the barium mixture passed 
through readily. 

A diagnosis of carcinoma of the transverse colon 
was made and resection was done. When the re- 
sected specimen was opened, the wall was found to 
be 1 cm. thick and the mucosa to be arranged in 
a polypoid manner. The patient did not regain 
strength following the operation. On re-examination, 
the stomach was found to be smaller, with per- 
sistence of the niche and filling defect. Death oc- 
curred ten months after the operation. Autopsy 
showed the mucosa of the stomach to be covered 
by flat polyps. The walls were more than 2 cm. 
thick, and an ulcer was present. 

In his brief discussion of this case, the author 
states that the great extent of colon involved points 
away from the possibility of cancer toward the 
probability of polyposis. He regards the ease with 
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which the barium passed through the colon in spite 
of the clinical evidence of marked obstruction as a 
significant finding in polyposis. 

Cuares H. Heacock, M.D. 


Hullsiek, H. E.: Multiple Polyposis of the Colon. 
Surg., Gynec. & Obst., 1928, xlvii, 346. 


The term “polyposis of the colon” has been used 
to designate a single polyp, scattered polypi, or a 
polyposis in which the entire large bowel, including 
the rectum, is involved by thousands of sessile 
adenomatous tumors. 

Lockhart-Mummery classifies the adenomata oc- 
curring in the bowel as follows: (1) true multiple 


adenomata; (2) polyps associated with hyperplastic. 


tuberculosis; (3) multiple polyps associated with an 
old stricture of the colon; and (4) a polypoid condi- 
tion resulting from ulcerative colitis. The classifica- 
tion of Erdmann and Morris, made on a clinical 
basis, comprises two forms: (1) the adult acquired 
type, and (2) the adolescent, congenital, dissemi- 
nated type. In almost all of the recorded cases of 
multiple polypi of the colon the condition eventually 
became malignant. 

Polyposis of the colon appears to be hereditary as 
it can be traced through several generations. A large 
percentage of the members of families with the condi- 
tion die at an early age from cancer of the bowel. 

The operation indicated depends upon the pres- 
ence or absence of malignancy, the extent of the 
involvement, the general condition, and the technical 
ability and surgical experience of the operator. In 
the congenital type of case the usual extensive in- 
volvement renders complete removal of the polyp- 
bearing area a more or less heroic task. 

Hullsiek draws the following conclusions: 

1. There are two distinct types of polyposis: the 
acquired and the congenital. 

2. Multiple polyposis is most common in child- 
hood and youth, In the cases reviewed, the average 
age was thirty and nine-tenths years. 

3. The symptoms are usually present for a long 
time before medical attention is sought. 

4. Males and females are affected with about 
equal frequency. 

5. The probability of malignant change is high. 
Of the cases reviewed, malignancy resulted in 34.6 
per cent. 

6. There is a definite hereditary tendency toward 
the development of polyposis of the colon. 

7. The mortality is high —47.2 per cent under all 
forms of treatment. 

8. The treatment has not yet been standardized. 

Morris H. Kann, M.D. 


Larimore, J. W.: Roentgenology of the Colon. Am. 
J. Roentgenol., 1928, xx, 101. 


Roentgenological studies of the colon have been 
made largely to determine pathologico-anatomical 
changes. The author emphasizes the changes in 
physiology and attempts to correlate these with the 
clinical findings. 


Certain anatomical variations are of fundamental 
importance. The length of the colon should be 
determined as it affects the total time of stool move- 
ments, the amount of absorption, and the degree of 
inspissation. In 13.2 per cent of 562 colons studied, 
the right half was lengthened and the cwcum was in 
the pelvis. Redundancy of the sigmoid was found 
in 18 per cent. 

Czxcal stasis is frequently associated with cxcal 
redundancy, especially if there is a concomitant loss 
of muscle tone, and in children frequently it causes 
pain, migraine, and cyclic vomiting. In the sigmoid, 
the degree of motor impairment is directly propor- 
tional to the length of the redundant portion. 

The change most frequently noted roentgenologi- 
cally is decompensation of the muscle tone. In 
estimations of tonus the influence of the habitus 
must be considered. Contrary to common belief, 
constipation due to a decrease of muscle tone (atonic 
constipation) is more frequent than constipation due 
to an increase of tone (spastic constipation). Re- 
dundancy is always accompanied by impairment of 
tone, probably because of over-distention. How- 
ever, it may occur in all segments. For the restora- 
tion of normal tone to the hypotonic muscle fibers 
a soft colonic content that will yield readily to 
muscular contraction is essential. Hypertonicity 
must become greatly exaggerated before spastic con- 
stipation develops. Then laxatives wil] only increase 
the spasticity and constipation. 

Lack of vitamines leads early to colonic irritation. 
The irritation is manifested first by over-secretion 
of mucus and hyperperistalsis and later by degen- 
erative changes. Chronic non-infectious arthritis, 
especially of the spine, and pyelitis are constantly 
associated with abnormal function of the colon. 

Roentgenology. cannot demonstrate changes in the 
walls of the colon that make for increased perme- 
ability, but it demonstrates the associated altera- 
tions of contour, topography, tonus, and irritability. 

Cuaries H. Hracock, M.D. 


Willis, B. C.: The Treatment of Perforative Ap- 
pendicitis with Or without Abscess. Sort. 
M.J., 1928, xxi, 622. 

Willis states that in fulminating cases of appendi-. 
citis given improper treatment there is a definite in- 
crease in the mortality with the increase in the 
length of time elapsing between the appearance of 
the symptoms and operation. 

He reviews 382 cases of acute perforative appen- 
dicitis in which operation was performed in the period 
from July, 1914, to August, 1927. ‘There were 23 
deaths, a mortality of 6 per cent. In all of these 
cases drainage was established. In the few cases in 
which the perforated appendix was securely walled 
off by omentum, the omentum was not detached, but 
was amputated with the appendix and there was no 
drainage. In 16 of the 23 fatal cases, from 1 to many 
purgatives had been given. 

During the same period, 1,730 patients were oper- 
ated upon primarily for appendicitis, with 32 deaths, 
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a mortality of 1.8 per cent. Six hundred and twenty- 
four appendectomies were secondary. 

If the diagnosis of acute or perforative appendi- 
citis with or without abscess is made with reasonable 
certainty, the author operates immediately. Only 
one persistent fistula requiring operation for closure 
has occurred. 

Only 5 herniw have been noted. In almost all 
cases, from 3 to 5 pieces of Penrose soft rubber are 
used for drainage. ‘These are placed according to the 
site of the abscess or perforated appendix. If the 
pelvis has been invaded, care is used to carry the 
drain to the bottom and leave it there on withdrawal 
of the carrier. The drains are shortened after the 
third day and are removed by the seventh day. 

In 4 fatal cases, a secondary enterostomy was 
performed. In the cases of a few patients who lived 
a primary enterostomy was performed. 

The postoperative treatment is described, the 
complications are discussed, and the cases in which 
an autopsy was performed are reported briefly. The 
main points in the article are summarized as follows: 

1. Immediate operation should be done in all 
cases of acute perforative appendicitis, regardless 
of the length of time that has elapsed since the begin- 
ning of the attack. 

2. ‘The subcutaneous administration of saline solu- 
tion should be begun at the time of operation and 
kept up until the water balance has been re-estab- 
lished. 

3. ‘The appendix should not be removed in all 
abscess cases. Surgical judgment should be the guide 
in those cases in which it is left. 

4. Proctoclysis should be used only in cases of 
very limited peritonitis. 

5. Fowler’s position should be employed only in 
cases in which the pelvis has been invaded by the 
infection. 

6. Patients with abscess and peritonitis above the 
brim of the pelvis should be turned on the right side. 

7. Provision for free drainage should be made in 
all cases. Car R. STEINKE, M.D. 


Smith, R. K.;: Rare Complications of Acute Appen- 
dicitis. Bril. M.J., 1928, ii, 339. 

Smith reports three cases of appendicitis with rare 
complications. 

The first was a case of acute appendicitis com- 
plicated by a perforated duodenal ulcer. As both 
the physical examination and history most closely 
suggested acute appendicitis, the abdomen was 
opened in the right iliac fossa. The appendix showed 
an acute inflammation and was removed. However, 
as the condition of the appendix did not account for 
the large amount of free turbid fluid found in the 
peritoneal cavity, a second incision was made in the 
upper abdomen. A small punched-out perforation 
was then discovered on the superior surface of the 
duodenum just distal to the pylorus. The perfora- 
tion was closed by a pursestring suture and sutured 
over. Drainage tubes were inserted through both 
incisions. ‘The patient made an uneventful recovery. 


Later he returned for a gall-bladder operation which 
was found necessary at the first operation but deemed 
inadvisable at that time. 

The second case was one of acute gangrenous 
perforative appendicitis in the sac of a strangulated 
inguinal hernia. The patient was a man of seventy- 
seven years of age. After operation for the hernia 
and appendicitis, signs of intestinal obstruction de- 
veloped and at a second operation a band constrict- 
ing the large bowel was divided and a cwcostomy 
was done. Evacuations then took place by rectum, 
but patient failed rapidly and died. 

The third case was that of a man twenty-five years 
of age who had been operated upon two years 


. previously for appendiceal abscess. The abscess was 


drained but the appendix was not removed. A 
ventral hernia developed in the operative scar. At 
operation, the hernia was found to contain a perfo- 
rated appendix buried in omentum. The appendix 
was removed and the hernia repaired. Recovery was 
uneventful. I. Epwarp Bisuxow, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Higgins, G. M., and Murphy, G. T.: The Phago- 
cytic Cells (von Kupffer) in the Liver of Com- 
mon Laboratory Animals. Anat. Rec., 1928, x|, 
15. 

Since it has been shown that the reticulo-endo- 
thelial system with its manifold subdivisions is inti- 
mately related to both physiological and pathologi- 
cal processes, it becomes increasingly important that 
complete data be compiled concerning the origin, 
function, and ultimate disposition of the cells com- 
prising this system. Immediate interest in the 
reticulo-endothelial system is essentially restricted 
to the liver, in which the stellate cells, originally de- 
scribed by von Kupffer, constitute a structure whose 
function is at once defensive and metabolic. 

This study of the stellate cells was approached 
with definite objectives. Although many descrip- 
tions of the cells are available, there is no adequate 
comparative study of them as they occur within the 
group of vertebrate animals. Nathan (1908) studied 
the comparative anatomy of the von Kupffer cells 
in a number of vertebrates, but reported few details. 
Little is known regarding the origin of these cells 
from primitive vascular endothelium and the extent 
to which they may phagocytose in fetal life. Before 
the cytological physiology of the liver is understood 
it will be necessary to determine the life cycle of 
von Kupffer cells, their fate after the ingestion of 
particulate matter, and whether they become active 
polyblasts within the blood stream under normal 
conditions as well as in certain pathological states. 
This report is concerned only with the first two of 
these problems and is restricted to mammals. 

The use of vital dyes in the delineation of the 
stellate cells has been for the most part satisfactory. 
India ink in dilute suspension and iron stains have 
been frequently employed. ‘The authors have found 
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the graphite, ‘“hydrokollag 300,” which was first 
described by Drinker and Churchill in 1927, a most 
excellent medium for the study of the stellate cells 
of the liver. They have devised a method of pre- 
paring the material which differs somewhat from 
that employed by Drinker and Churchill. 

In the authors’ study, small quantities of hydro- 
kollag 300, depending on the size of the animal, 
were injected directly into the circulation. At vary- 
ing intervals following the injection, the animals 
were killed and the livers fixed in corrosive acetic 
and stained with hematoxylin and eosin. The most 
satisfactory results followed fixation of the liver ix 
situ, which was done by introducing the corrosive 
acetic directly into the portal vein. 

A study of the distribution of the stellate cells 
was made on the dog, cat, swine, rat, rabbit, guinea 
pig, pocket gopher, striped gopher, and monkey. 
The preliminary observations on the form, position, 
and frequency of the cells in laboratory mammals 
led to the conclusion that the cells are actively 
phagocytic toward particulate graphite injected into 
the blood. Their response to the foreign substance 
is immediate; a fraction of a cubic centimeter in- 
jected into a mesenteric vein is at once engulfed by 
them. They literally become engorged at once. Even 
when sections of the liver were taken immediately 
after the intravenous injection, the stellate cells 
were found so well laden with the graphite that a 
detailed cytoplasmic study was impossible. Without 
the delineation obtained by the injection method, 
the picture of the phagocytic cells is entirely inade- 
quate. The extent of the cells is never so completely 
realized as when it is seen after extensive phago- 
cytosis of the particles of graphite, and one wonders 
whether such remarkable distensibility is not corre- 
lated in some way with the amount of work the cell 
must perform, and that in its resting, inactive state, 
its form and size are considerably less conspicuous. 
The authors were unable to substantiate the obser- 
vation of Havet (1925) that these cells lie between 
the hepatic endothelium and its trabecule of the 
liver. They conclude with Schilling (1909), Zimmer- 
mann (1923), and others that the cells are an inte- 
gral part of the endothelium but directed in their 
position toward the lumen of the sinusoid. 

In all of the animals studied there was relative 
similarity in the size and proportions of the stellate 
cells. In certain animals the cells were more numer- 
ous, considerably larger, and definitely stellate; in 
others they were more stocky and without the finer 
protoplasmic processes that are usually seen. With- 
out regard to form or size, the exceedingly marked 
phagocytic activity of these cells was characteristic 
of all of the hepatic organs examined. 


Copher, G. H., and Dick, B. M.: ‘‘Stream Line’’ 
Phenomena in the Portal Vein and the Selec- 
tive Distribution of Portal Blood in the Liver. 
Arch. Surg., 1928, xvii, 408. 

Copher and Dick attempted by experimental 
study on animals to confirm the theory of the pres- 
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ence of segregated streams of blood in the portal vein 
and their subsequent distribution to definite parts in 
the liver. The original work on this problem and the 
anatomy of the portal circulation in the dog are 
reviewed. 

By the use of emulsified iodized oils, the authors 
found that there is no intrahepatic anastomosis be- 
tween the larger branches of the portal vein. The 
coloring material used was trypan blue. One gram of 
the crystals was dissolved in 15 c.cm. of blood serum 
and, as a rule, 3 c.cm. of this amount were used at 
each intravenous injection of the portal radicals. 
Following injection of the splenic vein, almost all of 
the left lobe of the liver, but only a limited area of 
the extreme right lobe was colored by the dye. Most 
of the right side of the liver retained its normal color. 
Injection into a small vein on the lesser curvature of 
the stomach uniformly stained the left half of the 
liver. On injection into the superior pancreato- 
duodenal vein, the dye was carried to the right side 
of the liver and the two right lobes were deeply 
stained. Dye injected into a mesenteric vein in the 
highest part of the jejunum was carried to the two 
extreme right lobes of the liver. When a small vein 
in the meso-appendix was injected, the dye was 
transported to all parts of the liver. A similar distri- 
bution was found when a vein on the mesentery of 
the left large bowel was injected. Posture did not 
affect the dissemination of the dye. When the dye 
was injected into different branches of the portal 
circulation, it was possible, by transilluminating the 
portal vein by candlelight, to see sharply defined 
intraportal currents and to note the extreme rapidity 
of the flow in the portal vein. The volume of flow in 
the portal vein is estimated at 60 c.cm. per minute 
per 100 gm. of liver. 

The authors conclude that blood carried to the 
left lobe of the liver is drained principally from the 
abdominal organs that are not strictly engaged in the 
digestion or absorption of food, i.e., the spleen, stom- 
ach, and colon, whereas the blood carried to the right 
side of the liver is collected from the alimentary 
tract, where the products of digestion are absorbed. 
They were able to demonstrate three definite stream 
lines in the portal vein derived from three sources— 
the splenic vein, the large mesenteric vein, and the ~ 
small mesenteric vein. Roscor R. Granam, M.D. 


Brun, R. G.: Hydatid Cysts Communicating with 
the Biliary Tract; Their Frequency; Their 
Treatment Based on 170 Observations of Hyda- 
tid Cysts of the Liver Operated Upon at the 
Sadiki Hospital (De la communication des kystes 
hydatiques avec les voies biliaires; leur fréquence; 
leur traitement d’aprés 170 observations de kystes 
hydatiques du foie opérés 4 l’hdpital Sadiki). Bull. 
et mém. Soc. nat. de chir., 1928, liv, 1014. 


A male Arab was admitted to the hospital pre- 
senting all the signs and symptoms of a suppurating 
hydatid cyst. In addition, there was a deep icterus. 
At operation, a superficial, suppurating cyst of the 
right lobe of the liver, the size of an ostrich egg, 
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was marsupialized. For several days the general 
condition showed improvement, but the icterus per- 
sisted and the patient died from cachexia a month 
later. 

Autopsy disclosed a second suppurating cyst of 
the same size as the first one but situated in the 
depths of the liver. There was a communication 
between this cyst and the right branch of the hepatic 
duct. A collapsed daughter cyst partially occluded 
the common duct. 

Another case reported by the author was that of 
an Arab of forty-six years who suddenly developed 
an obstructive icterus while he was in the hospital 
for the treatment of urethral stricture. His tempera- 
ture rose to 102 degrees F., and the icterus increased. 
A mass the size of a man’s fist was discovered in 
the region of the gall bladder. 

At operation, the gall bladder was found to be 
the size of a turkey’s egg. Above and lateral to it 
was a large hydatid cyst containing many daughter 
cysts and a purulent fluid strongly tinged with bile. 
The gall bladder, also, contained many cysts. Both 
the cyst and the gall bladder were drained. 

The first days after the operation there was a 
profuse discharge of bile from the cyst but none 
from the gall bladder. The icterus persisted. At a 
second operation, performed on the fifteenth day, 
the common duct was found greatly dilated and 
when it was opened a collapsed cyst escaped with 
a flood of bile. ‘The duct was drained. The patient 
died a few hours later. 

Among the author’s 170 cases of hydatid cyst of 
the liver there were 27 cases complicated by a com- 
munication between the cyst and the bile tract. 
These cases are grouped as follows: (1) cysts com- 
municating with the bile ducts without causing 
obstruction; (2) cysts opening into the gall bladder; 
and (3) cysts with migration of daughter cysts 
communicating with the bile ducts and producing 
obstruction. 

In the first group there were 15 cases. The cysts 
contained bile and, as a result of the communication, 
they suppurated. Sometimes they contained air. 
In such cases, the cysts suffer from the communi- 
cation and it is to the cysts that the treatment 
should be directed. 

In the second group there were 8 cases. In such 
cases, the gall bladder suffers from the communica- 
tion rather than the cyst. The gall bladder should 
be drained directly or through the cyst if the open- 
ing is large. As the cystic duct is usually obstructed, 
drainage of the gall bladder is of no avail if there 
is icterus due to obstruction of the common duct. 

In the third group there were 4 cases. In the 2 
which are reported in this article, the treatment was 
directed to the cyst and gall bladder and the results 
were poor. In the 2 others, the common duct was 
attacked primarily and the cysts secondarily, and 
both patients recovered. From this experience the 
author concludes that whenever there is icterus the 
common duct should be operated upon first. 

Apert F, DeGroat, M.D. 
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Hillebrand, H.: Duodenal Irrigations in Cases of 
Choledochus Fistula (Duodenalspuelungen _ bei 
Choledochusfistel). Zentralbl. f. Chir., 1928, lv, 590. 


The author reports a case in which, following a 
cholecystectomy with drainage of the hepatic duct, 
there remained a fistula through which all the bile 
drained. Internal medication was without effect, as 
were also attempts to force the drainage into the 
intestine by tamponade of the fistula. After draining 
for two months, the tract closed up in a few days 
following two irrigations with 300 c.cm. of 15 per 
cent hot magnesium sulphate solution. 

In another case, the fistula closed more quickly 
following the irrigations. 

The author concludes that the persistence of such 
fistula is due to a marked chronic catarrhal swelling 
of the duodenal mucosa. Tromp (Z). 


Richter, H. M., and Zimmerman, L. M.: Closure 
of the Abdomen without Drainage After Opera- 
tions upon the Bile Tracts. Ann. Surg., 1928, 
Ixxxviii, 187. 

Primary closure of the abdomen in gall-bladder 
‘operations has been practiced by the authors for 
twelve years and the range of its indications has been 
widened by experience. The incision is closed after 
simple cholecystectomy, operations on the common 
duct, and transduodenal choledochotomy. This is 
done in both acutely infected cases and chronic, rela- 
tively aseptic cases. The spilling of bile or duodenal 
contents in the operative field is not considered 
a contra-indication. For persistent liver oozing, a 
gauze pack is employed. In operations on the com- 
mon duct a drain is used when accurate suture is 
impossible or there are other contra-indications to 
primary closure. 

Early operation has been found to be of distinct 
advantage. In the cases in which simple cholecystec- 
tomy was performed the mortality was 1.29 per cent, 
whereas in cases requiring work on the common duct 
it was 14.28 per cent. The mortality in cases in 
which primary closure was done was 2.68 per cent, 
whereas in cases with drainage it was 10.27 per cent. 
However, the poorest risks and the most difficult 
cases were included in the drained cases. Of the 7 
deaths in the cases without drainage, only 1 was due 
to peritonitis. In 204 cases in which simple cholecys- 
tectomy was done with primary closure the only 
death due to an abdominal condition was the result 
of pancreatitis. The other death in this series was 
due to pulmonary embolism which occurred on the 
day of the patient’s discharge. In the entire series of 
262 cases without drainage there was only 1 death 
due to peritonitis. 

The postoperative course is easier in cases without 
drainage than in those with drainage. Coventry 
found that when drainage is established there is more 
pain, particularly pain radiating to the shoulders, 
and more tympany, nausea, and vomiting than in 
cases without drainage, the increase in the pulse rate 
and the temperature is greater, and the period of 
convalescence is prolonged. The presence of the 
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drain predisposes to infection, hernia, and adhesions, 
increases the danger of thrombosis, embolism, and 
secondary hemorrhage, interferes with the normal 
healing process, and causes drainage of bile which 
would not otherwise occur. In cases with primary 
closure the escape of bile which is associated with 
drainage and the pain which is caused by the re- 
moval of a drain are avoided. The presence of bile 
in the peritoneum seems to be well tolerated except 
in acute gangrenous cholecystitis with highly infected 
bile. 

The technique employed by the authors is sep- 
arate ligation of the cystic artery and duct without 
burial of the stump of the cystic duct. As the perito- 
neum has more protective power than the retroperi- 
toneal tissues, it is safer to tie the stump than to 
attempt to bury it behind the peritoneum. 

From the evidence presented in the series of cases 
reviewed, the authors conclude that primary closure 
is safe and is preferable to drainage except in the 
presence of special indications for the use of a drain- 
age tube. E. S. Pratr, M.D. 


Henschen, C.: The Surgical Anatomy of the 
Splenic Vessels (Die chirurgische Anatomie der 
Milzgefaesse). Schweiz. med. Wehnschr., 1928, \wviii, 
164. 

After a detailed description of the extrasplenic 
portion of the vascular supply of the spleen, the 
surgical topography of the splenic vessels, and the 
collateral circulation of the splenic artery, Henschen 
gives rules for surgery of the spleen which are based 
on the vascular anatomy. : 

In order to save for the body the blood contained 
in the spleen when the spleen is to be removed, the 
splenic artery should be ligated first, the blood 
milked into the venous trunks, adrenalin and 
pituitrin injected into the spleen, and the splenic 
veins then ligated. 

Splenectomy and resection incisions should be 
made transversely. In resection, great care must be 
taken not only in the zone of the various entering 
vascular branches, but also in that of the intra- 
splenic transverse system of vessels which, near and 
parallel with the hilus, run in a craniocaudal direc- 
tion. In resections of the hilus this zone of anastomo- 
sis should be ligated. Whenever possible, the resec- 
tion should be extended only to this region, not 
directly into it. 

Suture of a torn spleen and resection of the spleen 
should always be performed under temporary con- 
striction of the splenic circulation. Constriction 
may be continued for ten minutes without damaging 
the organ. As the spleen bleeds less when it is pulled 
up out of its bed, the security of the ligature should 
be tested after the organ has been put back in place 
by injecting methylene blue into the artery. 

With regard to ligation of the vessels of the hilus 
of the spleen as an independent operative procedure, 
Henschen states that only the artery should be 
ligated, the veins being left free to carry off the 
catabolic products from the interior of the spleen. 


The ligation should be done at a site where it will not 
interfere with the blood supply of the pancreas. In 
the cases of large tumors of the spleen with ad- 
hesions, the artery should be exposed farther away 
from the organ, either above or behind the pancreas 
— if necessary, near its origin. 

In cases in which the collateral circulation is poor, 
the organ should be surrounded with omentum and, 
if necessary, drainage should be established to 
protect against the danger of organ necrosis and 
toxemia. Instead of the ordinary ligating, func- 
tional throttling of the splenic artery with free fascial 
transplants is advisable. Frey (Z). 


Hutchison, R.: Chronic Splenomegaly in Child- 
hood: Diagnosis and Treatment. Brit. M. J., 
1928, ii, 281. 

Chronic splenomegalies of childhood may be clas- 
sified as follows: (1) chronic infection, (2) tropical 
splenomegaly, (3) splenomegaly in metabolic dis- 
eases, (4) Gaucher’s disease, (5) splenomegaly in 
diseases of the blood, (6) splenomegaly associated 
with cirrhosis of the liver, (7) splenomegaly due to 
splenic thrombosis, (8) the splenomegaly in splenic 
anemia of the adult type, and (9) the splenomegaly 
of Banti’s disease. 

Tumors, cysts, new growths, and abscesses of the 
spleen are extremely rare. 

In cases showing a negative Wassermann reaction, 
no enlargement of the lymph glands, and no char- 
acteristic leucocytic picture, but in which there is 
some degree of anamia associated with leucopwnia, 
increased fragility of the red cells, or hamatemesis, 
splenectomy seems advisable. With regard to cases 
of Gaucher’s disease and cirrhosis of the liver, there 
is a difference of opinion as to the advisability of 
removing the spleen. 

FE. SHackLetron, M.D. 


Billings, A. E.: Abscess of the Spleen. Ann. Surg., 
1928, Ixxxviii, 4106. 

Billings reports 3 cases of abscess of the spleen 
which were operated upon with recovery. ‘The de- 
velopment of a splenic abscess depend’ almost in- 
variably on the deposit in the spleen of pyogenic 
organisms from a primary source of infection by’ 
way of the blood stream. ‘The source may be a 
suppurating focus, obvious or concealed, in any part 
of the body. Splenic abscess is most apt to occur 
when there is a general blood-stream invasion by 
pus-producing organisms and the infection has 
reached the magnitude of a septicopyamia such as 
is observed in cases of acute ulcerative endocarditis 
and other virulent generalized infections caused 
most commonly by streptococci and staphylococci. 
The causative agents include almost all of the pyo- 
genic organisms. Splenic suppuration has been at- 
tributed to many of the acute infectious diseases 
such as influenza, smallpox, and rheumatic fever. 
Certain of the specific fevers, particularly enteric, 
typhus, and relapsing fevers, are believed to play 
a special réle in its etiology. None of the recently 
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reported cases has been attributed to malaria, but 
Kuttner and others ranked malaria next to typhoid 
in etiological importance. 

In 3,600 autopsies performed at the Pennsylvania 
Hospital, 24 cases of abscess of the spleen were 
found. In 5 cases, the abscess was associated with 
acute peritonitis due to streptococcic or staphylo- 
coccic infection. In 3, the abscesses were multiple, 
and in 2 they were small and solitary. In none had 
there been any symptoms suggestive of splenic in- 
flammation. In 2 cases, the antecedent infection 
was suppurative appendicitis; in 1, a staphylococcus 
pyogenes aureus infection of the upper lip with 
septicemia; and in 1, suppurative cholecystitis with 
liver abscess. One case was an example of infection 
of the spleen with abscess formation by propagation 
following perforation of the stomach. 

Most abscesses of the spleen result from the 
breaking down of infected infarcts. The symptoms 
of splenic abscess are exceedingly variable in char- 
acter and intensity. In some instances the mani- 
festations that might be considered more or less 
typical are overshadowed or altogether obscured by 
the infection of which the suppuration in the spleen 
is only a complication. The severity of the symp- 
toms of abscess of the spleen depend upon whether 
the course of the condition is acute, subacute, or 
chronic, and somewhat also upon the etiological 
factor. Of the causes, typhoid fever probably in- 
fluences the course and character of the symptoms 
more strikingly than any other infection. In some 
instances an abscess may develop during or soon 
after the primary infection, but more commonly 
there is an interval of a few weeks or months before 
suppuration takes place. The development of the 
abscess is sometimes mistaken fora relapse. In 
exceptional cases, the signs of abscess formation 
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may not be manifested for many months or years 
after the attack of typhoid. The local symptoms 
may be so mild as to be overlooked. 

As the evolution of the abscess progresses from 
the upper pole toward the thorax or from the lower 
pole toward the general peritoneum, symptoms of 
a pleuropulmonary or abdominal nature will de- 
velop. When the extension is toward the thorax, 
there will be diaphragmatic and pleural involvement 
characterized by pain of varying intensity located 
in the left hypochondrium and lower thorax and 
radiating to the back and sometimes also to the 
left shoulder. 

X-ray examination is of great diagnostic aid. 
Elevation and fixation of the left diaphragm is very 
suggestive and is a constant finding when the infec- 
tion has extended to the subphrenic space, as is 
usually the case in abscess of the upper pole. Ex- 
ploratory puncture is also a valuable aid to diagnosis 
and may give the needed information in a doubtful 
case. 

The surgical treatment of abscess of the spleen is 
either splenotomy or splenectomy. Surgical ap- 
proach to the abscess may be gained by the trans- 
pleural, the abdominal, or the retroperitoneal route. 
The route chosen will depend upon the direction of 
the abscess invasion. Frequently this is toward the 
thorax, necessitating a transpleural or transdia- 
phragmatic approach. An abscess situated in the 
anterior surface or lower pole will usually be more 
accessible through the abdomen. Splenectomy is 
indicated only in rather exceptional cases in which 
the organ is comparatively free from adhesions, the 
infection is confined within the capsule, and the 
removal of the organ can be effected without diffi- 
culty or danger of disseminating the infection. 

SAMUEL Kaun, M.D. 
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UTERUS 


De Sa, H.: A Case of Double Uterus. J. Obst. & 
Gynec. Brit. Emp., 1928, xxxv, 522. 


The case reported by the author was that of a 
woman forty-two years of age who sought treatment 
for severe pelvic pain. The patient had had five 
normal pregnancies, her menstrual periods had al- 
ways been regular and normal, and her general 
development was good. 

On physical examination, a double uterus was 
suspected from the discovery of a pyriform mass in 
each fornix, the absence of a typical uterus, and the 
presence of remnants of a vaginal septum. This 
suspicion was confirmed at exploratory operation 
although X-ray examination following the injection 
of lipiodol had failed to reveal the anomaly. Hyster- 
ectomy was not permitted. 

Harvey B. Mattuews, M.D. 


Masson, J. C., and Parsons, E.: Cystic Cervicitis, 
with Special Reference to Treatment by Cau- 
terization. Am. J. Obst. & Gynec., 1928, xvi, 348. 


A clinical study of chronic cystic cervicitis in a 
hypertrophied cervix was made in order to compare 
the results of cauterization with those following am- 
putation of the cervix. The cauterization was not the 
simple office cauterization but a thorough procedure 
on an anesthetized patient or with the operative 
field blocked off with parasacral or caudal anesthesia 
so that all of the cysts were punctured and their walls 
thoroughly destroyed, this procedure destroying con- 
siderable tissue but not interfering with the blood 
supply to the endocervix. The majority of amputa- 
tions were of the Sturmdorf type. Of the 1,031 cases 
studied, 550 were treated by cautery and 481 by 
amputation. Since 1924, cauterization has been the 
favored method. 

The incidence of cystic cervicitis at the Mayo 
Clinic is less than is usually reported. Of 226,900 
women examined, it was found in 2,368 (1.05 per 
cent). Over one-half of the women treated were 
more than forty years of age as operative measures 
are not usually advised for this condition during the 
reproductive period. The most important single fac- 
tor in the etiology of the condition is the trauma of 
multiple pregnancies. Sterility was a complaint in 
only 15 of the cases. 

The chief symptoms were leucorrhoea (23 per 
cent), menstrual irregularities (23.4 per cent), pelvic 
pain (23.2 per cent), and irrelevant symptoms (30 
per cent). The indications for cauterization or ampu- 
tation of a hypertrophied, eroded, cystic cervix de- 
pend upon the local condition of the cervix and not 
upon the symptoms. After complete healing, the 
local appearance of the cervix following thorough 


cauterization is similar to that seen after a low am- 
putation, 

According to the findings of the pathological 
study of the tissue removed and the follow-up of the 
patients treated, there is no indication that cystic 
cervicitis is a precancerous condition. 

The results show that cauterization is as effective 
as amputation in the cure of leucorrhoea and that the 
general health is not affected by the cervical condi- 
tion to any great extent. 

Pregnancy occurs more frequently, miscarriages 
are less frequent, labor is more often normal, and 
lacerations occur less frequently following thorough 
cauterization than following amputation of the 
cervix. 


Simon, H. E.: Haematometra; A Report of Twenty- 
Three Cases. Surg., Gynec. & Obst., 1928, xlvii, 356. 


Hematocolpos, hamatometra, and hamatosal- 
pinx may develop from obstruction in the lower 
part of the female genital tract preventing the nor- 
mal escape of the menstrual blood from the uterus. 
The obstruction may be congenital or acquired. 
When it is congenital, it usually involves the vagina 
and may be simple or associated with more complex 
anomalies of the genital tract. When it is acquired, 
it usually involves the cervix, except in the aged, 
and is frequently the result of trauma incident to 
parturition or follows a plastic operation on the cer- 
vix. The acquired type of obstruction may be 
complete or incomplete. 

The symptoms of hematometra are typical. There 
is absence or cessation of the menses coincident 
with attacks of severe pelvic or abdominal cramps 
usually occurring about once a month. The attacks 
of pain tend to become more severe and are asso- 
ciated with progressive enlargement of the uterus. 

The treatment depends upon the requirements of 
the individual case. When the risk of the conserva- 
tive operation is not prohibitive, the genital organs - 
should be preserved during the childbearing age. 
In the presence of certain complications, vaginal 
drainage should be combined with abdominal ex- 
ploration. In some cases, radical surgical measures 
should be adopted primarily. 


Allen, E., and Bauer, C. P.: Autotransplantation 
of Endometrium in the = of Rabbits. Surg., 
Gynec. & Obst., 1928, xlvii, 329. 

Traut, H. F.: Adult Human Endometrium in Tis- 
sue Culture. Surg., Gynec. & Obst., 1928, xlvii, 334. 


In the experiments on rabbits reported by ALLEN 
and BAvER, the abdomen was opened by a midline 
incision under ether anesthesia, a small portion or 
all of the uterus was removed and placed in warm 
normal salt solution, and as soon as possible there- 
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after small pieces of the tissue were implanted in 
the anterior chamber of each eye. In the cases of 
four of the rabbits, small bits of testicular tissue 
were implanted in the eyes in order to obtain a 
comparative check on growth and reaction. The 
authors found that, with a little practice, they could 
readily insert pieces up to the size of a split pea. 
After the abdomen was closed, a small piece of 
tissue was implanted in the abdominal incision. 

The eyes were first prepared by clipping the lid 
hair short with ordinary finger-nail scissors. A drop 
of mercurochrome dropped into each eye furnished 
enough fluid for the easy handling of the implant. 
With the eye fixed and slightly rotated, an incision 
was made through the cornea at the limbus with an 
ordinary cataract knife. As a rule enough fluid es- 
caped to reduce the intra-ocular tension sufficiently 
for the easy insertion of the implant in the anterior 
chamber on the end of a blunt eye spatula. In the 
beginning, the lids were closed by a single inter- 
rupted suture for the first forty-eight hours, but 
later better results were obtained by leaving the 
eye open without any form of dressing. 

A successful “take” was obtained in forty-four 
of the fifty eyes. The eyes were either enucleated 
separately or, when the second one was to be re- 
moved, the animal was killed with ether and an 
autopsy was performed. The eyes were fixed in 
Zenker’s solution and sectioned in celloidin. The 
time before their removal ranged from two to four- 
teen months. 

Allen and Bauer draw the following conclusions: 

1. The epithelium of the endometrium in rabbits 
has a marked tendency to proliferate. 

2. This proliferated epithelium tends to retain 
its secretory ability and to reproduce gland-like 
spaces and cystic cavities. 

3. Its ability to invade other tissue is not so 
marked as its tendency to proliferate, but seems to 
be quite definite. 

4. Ectopic endometrium epithelium did not tend 
to produce a connective tissue reaction in these 
transplantations. 

5. Endometrium transplanted to the eye of rab- 
bits will undergo the same decidual reaction as takes 
place in the pregnant uterus. 

6. Transplanted endometrial stroma and uterine 
musculature remain viable for long periods of time 
without showing any tendency toward further 
growth. 

7. Testicular or peritoneal epithelium did not 
show a similar ability to proliferate or invade. 

8. In rabbits, the abdominal wall does not seem 
to favor the survival of implanted endometrial 
tissue. 

Traut secured endometrial tissue from the cav- 
ity of uteri freshly received from the operating 
room. While still warm and sterile, the uterus was 
opened and a small portion of endometrium was 
removed and placed in warm sterile Ringer’s solu- 
tion. The sterile endometrium was carefully washed 
in several changes of, Ringer’s solution to free it 


from all traces of blood. The tissue was cut into 
very small fragments and these were transplanted 
into a medium composed of a solid part formed from 
a fibrinogen suspension and dilute embryonic extract 
containing a trace of sodium linoleate to prevent 
digestion of the clot, and a fluid part composed of 
tyrode solution. The fibrinogen suspension was in- 
troduced first, being diluted with an equal volume 
of tyrode solution so that the whole volume was 
1c.cm. Five-tenths of a cubic centimeter of tyrode 
solution containing a trace of sodium linoleate and 
0.5 c.cm. of dilute embryonic extract were then 
added. The fragments of endometrium were care- 
fully placed in the medium equidistant from one 
another before coagulation took place. The medium 
was then allowed to solidify and 1 c.cm. ot tyrode 
solution was added. 

The rate of growth of cultures was measured each 
forty-eight hours. The cultures were placed in a 
projectoscope which cast a shadow of known mag- 
nification. The shadow was outlined and its area 
measured by means of a planimeter, computed, and 
charted. The areas were plotted from day to day 
so that a growth curve for the various cultures was 
kept. In this way it was possible to ascertain with 
considerable accuracy the average rate of growth of 
the endometrial cells in the media used. This was 
found to be about half as fast as that of embryonic 
cells in the same media. 

It was found that the growth occurred almost 
wholly from the stromal or connective tissue por- 
tions of the explant. The epithelial cells apparently 
had such a long latent period that they were over- 
grown by the stroma cells. This gave an almost 
pure strain of connective tissue cells on the periphery 
of the cultures, and by carefully sectioning a culture 
so as to obtain only the peripheral cells it was pos- 
sible to obtain pure strains of stroma cells. 

A pure culture of stroma cells growing at a known 
rate of growth in a medium of known composition 
having been obtained, it seemed desirable to deter- 
mine if possible what effect follicular fluid and an 
extract of corpus luteum cells would have on such 
a culture if it was used to replace the embryonic 
extract. 

The cultures with follicular fluid survived six or 
eight days, with slight cell migration but no real 
growth. When the corpus luteum extract was used 
in place of the embryonic extract, the result was 
quite different, there being a most luxuriant and 
rapid growth of the cells which equalled, and in 
some instances exceeded, the rate of growth in the 
cultures containing the embryonic extract. Appar- 
ently the corpus luteum extract contains substances 
analogous to those contained in embryonic extract, 
i.e., substances which enable the cells to metabolize 
some portion of the culture medium into protoplasm 
and to reproduce themselves. This seems to be a 
much more stable substance than that contained in 
embryonic extract as temperatures up to 65 degrees 
C. for fifteen minutes did not affect its potency to 
any_appreciable extent. AtBert M. M.D. 
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Shaw, W.: Mixed Tumors of the Uterus and Va- 
gina. J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 498, 
The term “mixed tumors” has been applied to 
neoplasms consisting of cells foreign to the par- 
ticular organs in which the neoplasms are found, 
together with masses of sarcoma cells. These tumors 
are of especial interest because of their peculiar 
histological structure and because of the problems 
which arise when their etiology is considered. As 
they are extremely malignant, any form of treat- 
ment is futile. 

The author believes it is convenient to divide 
these tumors into three groups: those originating in 
the body of the uterus, those originating in the cer- 
vix, and those originating in the vagina. From his 
study he draws the following conclusions: 

1. The grape-like sarcoma of the cervix usually 
contains striated muscle cells and cartilage and 
should be included in the group of mixed tumors. 
The average age of persons developing such a tumor 
is thirty-four years. The neoplasm does not occur 
typically before puberty or after the menopause. 
Its malignancy is extremely high. 

2. Mixed tumors similar to those of the cervix 
originate in the body of the uterus, but they are 
rare. They develop after the menopause. 

3. Some of the vaginal sarcomata of children 
belong to the mixed tumor group. 

4. The mixed tumors contain heterologous tissues. 
Striated embryonic muscle cells, cartilage, fat, bone, 
and elastic tissue have been found in them, in addi- 
tion to sarcoma cells. 

5. There is no satisfactory explanation of the ori- 
gin of mixed tumors. Harvey B. Mattuews, M.D. 


Gemmell, A. A.: Cystoscopy in Carcinoma of the 
— J. Obst. & Gynec. Brit. Emp., 1928, xxxv, 
465. 

From a study of 111 cases of cancer of the cervix, 
the author draws the following conclusions: 

1. In clinically inoperable cases, cystoscopy is 
unnecessary, but in clinically borderline cases it is 
of great value and may be the chief factor indicat- 
ing the operability of the condition. 

2. All cases judged operable should be subjected 
to cystoscopy to determine whether there is any 
extension of the condition in an anterior direction 
which has escaped detection on bimanual exami- 
nation. 

3. Cystoscopy cannot be replaced by a study of 
the urinary symptoms. 

4. The limit of operability is denoted by trans- 
verse ridging. Bulging of the bladder wall is only 
mechanical. Circulatory changes are a part of the 
pelvic hyperemia associated with the disease. Bul- 
lous cedema is due to invasion of the bladder wall 
by the malignant disease or its near approach 
thereto. The appearance of the ureteral orifices is 
no indication of the difficulties likely to be encoun- 
tered in the dissection of the uterus. 

5. The cystoscopic appearance is of value also in 
the prognosis. Harvey B. Mattuews, M.D. 
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Ward, G. G., and Farrar, L. K. P.: Radium Sta- 
tistics of Carcinoma of the Cervix Uteri: Two 
More Five-Year Series. J. Am. M. Ass., 1928, 
xci, 296. 

In the technique used by Ward and Farrar in the 
treatment of cancer of the cervix uteri, both radium 
needles and a tube are used and the dosage varies 
from 2,400 to 4,200 mgm.-hrs. The radium tube is 
anchored to the cervix and the needles are placed 
in the broad ligaments and in the cancerous tissue 
in the vagina. The vagina is distended with gauze 
to prevent contact of normal tissue with the radium, 
and a retention catheter is left in the bladder to 
keep it empty during the treatment. In the cases 
of anemic patients, blood transfusions are given 
before the irradiation is begun. After the irradia- 
tion, the patient is urged to be out of bed early to 
insure good drainage in case of purulent distharge, 
and a potassium permanganate douche once or twice 
a day is ordered. When she leaves the hospital, the 
patient is instructed to report once a month for 
examination. 

After irradiation, the carcinoma retrogresses. As 
the slough disappears, it is replaced by connective 
tissue and the cervix and vault of the vagina become 
pale and contracted. 

The authors recommend small doses in preference 
to massive doses of radium, with repeated irradia- 
tion as indicated. This, they believe, lessens the 
chance of destroying the normal tissue. They have 
been unable to predict the end-result of therapy 
based on the type of cancer cell found. They be- 
lieve that in cancer of the cervix chronic irritation 
is an extremely important etiological factor, espe- 
a in women who have been lacerated at child- 

irth. 

In tabulating the results obtained by irradiation, 
the authors group their cases according to Schmitz’s 
classification which gives a sufficiently definite ana- 
tomical description of the extent of the lesion. They 
report the outcome of the treatment only after five 
years in order that their results may be compared 
with those obtained by surgery which are usually 
reported by surgical clinics five years after opera- 
tion. In their statistics of deaths from cancer they 


include the cases of all patients who could not be - 


traced or who died from any cause. ‘They state 
that this may seem unfair in some instances in 
which it is difficult to trace cases or in hospitals 
that do not have a follow-up system, but if the rule 
is generally applied it can affect only a small per- 
centage of cases and may lead to a better follow-up 
system. This procedure was followed by Heyman 
in a statistical analysis of more than 8,000 cases. 
The authors give also the operability rate and the 
primary mortality in their cases for comparison with 
cases treated by radical operation. 

Of 134 patients treated by radium irradiation 
alone, 23.1 per cent were still living at the end of 
five years. In the statistics of 17 clinics, Heyman 
found the incidence of five-year cure to be 16.3 per 
cent. In the authors’ cases of operable carcinoma 
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limited to the cervix a five-year cure was obtained 
in 53.1 per cent, whereas, in similar cases treated 
surgically, Heyman found a five-year cure in 35.6 
per cent. The primary mortality from the use of 
radium was 1.6 per cent and the primary mortality 
of radical operation 17.2 per cent. These statistics 
demonstrate that irradiation of early carcinoma of 
the cervix gives better end-results than radical op- 
eration, with a lower primary mortality and less 
morbidity. Cuartes F, Du Bors, M.D. 


Mowat, G. T.: The Results of Radium Treatment 
in Carcinoma of the Cervix Uteri. Glasgow M. 
J., 1928, Cx, 142. 

Mowat reviews the results obtained in fifty cases 
of carcinoma of the cervix treated with radium. 
Forty-eight were inoperable on account of extension 
of the lesion to the vagina or the broad ligaments. 

In seventeen cases which were treated in the 
period from July, 1925, to September, 1926, the 
treatment consisted in the use of 30 mc. in the 
uterine cavity, 15 mc. in the base of each broad 
ligament, and 5 or 10 mc. in and around the cervix, 
totaling 100 to 140 me. and left in position for four 
days. The dosage amounted to from 7,000 to 9,000 
mc.-hrs. Three applications were given at six-week 
intervals. (Note: It is not stated that each of the 
three treatments amounted to 7,000 mc.-hrs.) 

In seventeen cases treated in the period from 
September, 1926, to March, 1927, radium bromide 
was employed, 0.4-mm. platinum-irridium needles 
containing 5, 10, or 20 mgm. of the salt being in- 
serted in the same manner as the emanation. From 
go to 150 mgm. were used and left in. place for from 
twenty-four to forty-eight hours. The total dosage 
ranged from 3,000 to 8,ooo mgm.-hrs. 

In six cases, from 90 to 140 mgm. were used 
within the uterus and in approximation to the mass 
in the vagina for from twenty-four to forty-eight 
hours. 

In ten cases, from 100 to 140 mgm. were applied 
within the uterus and vaginally against the mass, 
and three weeks later deep X-ray treatments were 
given at intervals of six weeks. 

The reaction showed three stages: (1) sloughing 
and increased discharge indicating destruction of 
cancer cells; (2) disappearance of the slough followed 
by granulation during the third week, and (3) 
fibrosis. Fibrosis, the desired result, was complete 
in 64 per cent of the cases and partial in 32 per 
cent. Absence of ulceration and complete scar for- 
mation characterized this stage. The microscopic 
findings in the various typical stages are described 
in detail and shown in photomicrographs. 

The following conclusions are drawn: 

1. Temporary or permanent local destruction of 
malignant cells is accomplished in the majority of 
cases. Scar tissue eventually forms. 

2. In a minority of cases, isolated clumps of 
malignant cells remain quiescent in fibrous tissue 
but a smaller number regenerate and result in 
clinical recurrence. 
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3. Radium has a local destructive effect on 
malignant cells. 

While complete disappearance of clinical and mi- 
croscopic malignancy from the cervix and vagina 
occurred in most of the cases, the large majority of 
the patients are dead. Of thirty-four patients with 
inoperable carcinoma who were treated in 1925 and 
1926, none is alive. Better local results were ob- 
tained from one treatment with 140 mgm. of radium 
than from repeated smaller doses. Postmortem ex- 
amination in twenty-one cases revealed infiltration 
of one or both broad ligaments and the uterosacral 
ligaments, but the body of the uterus was generally 
free from the disease. In the majority of the cases, 
hydronephrosis had developed either from pressure 
by the tumor or scar-tissue contraction due to the 
radium. In eight cases the vaginal vault was free 
from disease. In six cases there was a vesicovaginal 
fistula, and in two cases a rectovaginal fistula. In 
eight cases, secondary nodules were present in the 
abdominal glands, the liver, or the lung, but in no 
instance were the bones affected. 

Six of the patients died as the result of the radium 
irradiation—four from sloughing and two from cel- 
lulitis and abscess formation—and the others from 
local pelvic extension. In eight of the fifteen other 
cases there was local eradication of the primary 
growth. Secondary growths were present in eight 
cases. 

The postmortem findings showed that in both 
treated and untreated cases extension occurred prin- 
cipally through the broad and uterosacral ligaments 
and with late glandular involvement. Secondary 
distant metastases were found in both series. 

The author concludes that squamous-celled can- 
cer of the cervix spreads mainly along the lymphatic 
channels and by direct infiltration from the cervix. 
The glands of the pelvis are involved late and then 
probably as the result of the pressure of the enlarg- 
ing growth rather than as the result of embolism. 

The chief problem in radium treatment is whether 
all of the malignant cells can be brought within the 
range of the radium. The range is from 14 to % in. 

In inoperable cancer of the cervix, radium irradia- 
tion is not curative but it gives from nine to 
eighteen months of active life and relative comfort. 

In operable cases, either radium or operation ef- 
fects a cure if the primary growth is the only 
malignant tissue present. A. James Larkin, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Douglass, M.: Torsion of the Fallopian Tube, with 
the Report of a Case Producing Acute Gan- 
grene of the Tube. Am. J. Obst. & Gynec., 1928, 
Xvi, 210. 


Douglass reports a case of torsion of the fallopian 
tube in a para-iii thirty-five years of age. For two 
weeks prior to her admission to the hospital the 
patient had cramp-like pains in the right lower 
quadrant of the abdomen. At the time of her ad- 
mission, she had a fever of 38.5 degrees C., a leuco- 
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cyte count of 14,000, and leucorrhoea. After ex- 
pectant treatment for eight days the temperature 
returned to normal and the leucocyte count dropped 
to 10,000. Vaginal examination then revealed, pos- 
terior to the uterus, a soft cystic mass about the 
size of an orange. The uterus was of normal size. 

Laparotomy revealed a dense black gangrenous 
mass bound down by adhesions of the uterus and 
the right tube. After the adhesions were broken, 
the right tube was found twisted on itself three 
times, this torsion accounting for the - gangrene. 
Microscopic examination showed acute necrosis of 
the right tube; the endosalpinx had been destroyed. 

The factors responsible for torsion of the fallopian 
tube are: (1) the anatomical position of the tube 
with its attached mesial extremity and its lax distal 
extremity; (2) the changes in abdominal pressure 
associated with pregnancy; (3) menstruation with 
its attendant congestion and venous stasis; and (4) 
anatomical anomalies such as a long mesosalpinx 
and enlarged hydatids of Morgagni. The more fre- 
quent occurrence of the condition on the right side 
as compared with the left side is probably due to 
the greater ‘“‘roominess” on the right side. 

The initial symptoms are usually severe pain and 
shock such as occur when an ovarian cyst is twisted 
on its pedicle. If undiagnosed, the condition may 
go on to gangrene very rapidly, the tube may dis- 
engage itself, or the hematosalpinx may rupture and 
produce symptoms of severe hemorrhage or perito- 
nitis. When the abdomen is opened, the other tube 
should be examined as the underlying pathological 
condition may be bilateral. E. L. Cornett, M.D. 


Smith, W. S., and Denton, J.: A Case of Pyosalpinx 
Caused by Oxyuris Vermicularis Complicated 
by Torsion of the Oviduct. Am. J. Obst. & Gynec., 
1928, xvi, 205. 

The patient whose case is reported, a nullipara 
twenty-three years old, gave a history of pain in the 
right lower quadrant of the abdomen which was 
worse in the standing position than in the sitting posi- 
tion and within a few days became so severe that 
she was unable to work. Vaginal examination re- 
vealed a mass in the right broad ligament and a 
smaller one on the left side. The uterus was ante- 
verted and displaced to the left. Cervical and ure- 
thral smears were negative for gonococci. 

At laparotomy, the right tube was found distended, 
cystic, and adherent to the uterus and _ intes- 
tines in its outer two-thirds. The inner third was 
small, flat, and completely twisted on itself from 
right to left. The left tube and ovary were greatly 
enlarged and adherent to the left side of the intes- 
tines. Hysterectomy, bilateral salpingectomy, left 
odphorectomy, and appendectomy were done. The 
right ovary was left in its dense bed of adhesions. In 
their removal, the left tube and ovary were rup- 
tured. Cultures of pus from the tube were negative. 

The patient made a good recovery, left the hos- 
pital on the twenty-first day, and was back at work 
at the end of another month. 


Pathological examination of the left oviduct 
showed that the increase in the size of the tube was 
due to an extensive inflammatory process in the 
tubal wall. There was a marked infiltration of the 
mucosa and submucosa by lymphocytes, large mono- 
nuclears, foreign body giant cells, and a fibroblastic 
reaction. The puriform material was not pus, but a 
product of anemic necrosis. In all of the microscopic 
preparations, thin shells of small round worms were 
found. The shells of the organisms gave a positive 
test for chitin. The worms were believed to be 
oxyuris vermicularis. In the tissues surrounding the 
parasites there was a marked foreign-body reaction. 
No ova were found. The stools were negative for 
parasites and ova. Some of the lesions were thought 
at first to be tubercles, but no tubercle bacilli could 
be discovered and guinea-pig inoculation was 
negative. 

Cases of oxyuris vermicularis of the fallopian 
tubes have been reported by Tschamer, Schneider, 
and Marro. The authors regard their case as of 
interest because of its unusual etiology, the com- 
plicating torsion of the tube, and the brief duration 
of the subjective symptoms. They state that it is 
unusual for such marked pathological changes to 
occur in an apparently healthy woman without more 
pronounced subjective symptoms and with such 
little disturbance of menstruation. 

FE. L. M.D. 


Wolfe, S. A.: Primary Bilateral Carcinoma of the 
Tube. Am. J. Obst. & Gynec., 1928, xvi, 374. 


Wolfe reports a case of bilateral carcinoma of the 
fallopian tubes in a woman aged fifty-six years. On 
entrance to the hospital, the patient complained of 
a vaginal discharge, abdominal pain, swelling of the 
abdomen, and loss of weight. The patient’s history 
and her family history were negative. She had had 
one child thirty-four years previously, and the 
pregnancy, labor, and puerperium were normal. Her 
death was preceded by marked ascites. 

A complete autopsy was made. The anatomical 
diagnosis was senile involution of the yterus, car- 
cinomatous implants, bilateral papillary adenocar- 
cinoma of the tubes, metastatic carcinoma of right | 
ovary, and secondary peritoneal carcinomatosis. 

Detailed pathological examination showed that 
the omentum and uterus were densely covered 
anteriorly and the serosa of the uterus had been 
largely replaced by malignant tissue. The right 
tube was much enlarged and its lumen filled with 
inspissated material. The mucosa had many fine 
papillary processes which were carcinomatous. The 
left tube was in a similar condition. The right ovary 
contained numerous metastases in the medulla, but 
the left ovary was uninvolved. 

FE. L. Cornett, M.D. 


The Present Status of Ovarian Therapy. 
Am. M., Ass., 1928, xci, 607. 


Resin preparations for oral administration are 
made from the entire ovary, from the corpora lutea 
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alone, or from the “ovarian residue,” i.e., the por- 
tion of the ovary remaining after the removal of all 
corpus luteum tissue. The first two types are used 
more extensively than the third type. All of them 
are available in the form of tablets, capsules, and 
powders. There is no standardization of these prep- 
arations, nor is there likely to be in their present 
form as laboratory tests show that they are without 
any demonstrable biological action. Ovarian residue 
may contain an incidental, though always small and 
uncertain, amount of follicle tissue, but if it is de- 
sired to administer follicle substance by mouth, 
there are far more potent and more precise ways of 
doing so than by means of ovarian residue. ‘The 
placental tissue contains a large amount of follicle 
hormone, and the use of placental extracts seems to 
have some scientific basis. Follicle substance is 
difficult to obtain even in the small amounts neces- 
sary for hypodermic administration. Loewe, Lange, 
and Faure have shown that while its oral adminis- 
tration is effective, even producing oestrus in cas- 
trated animals, the amount necessary for oral ad- 
ministration is at least twenty times the hypodermic 
dose. There is considerable reason to believe that 
the active principle of the ovary is destroyed by 
the alimentary juices. 

On the basis of the new knowledge of the potency 
of follicle hormone, manufacturers are striving to 
produce preparations which will yield clinical re- 
sults. Some of these preparations are now on the 
market, but in limited amounts and at a rather high 
cost. They are sold under various names, such as 
“folliculin,” ‘“‘oestrin,”’ “oestrogen,” ‘‘ferminin,” 
“menformon,” and “thelykinin.” All of them are 
for hypodermic use only. 

It is generally agreed that the lipoidal solutions 
are best. They do not deteriorate so readily as the 
aqueous extracts and as they are absorbed more 
slowly their effect is less evanescent. 

There is much evidence to indicate that the corpus 
luteum plays a part in the human cycle which is no 
less important than that of the follicle. A number 
of investigators have been able to prepare active 
corpus luteum extracts which produce effects quite 
different from, and in some respects antagonistic to, 
those produced by the follicle hormone. 

Hisaw, in a recent preliminary communication, 
has attacked the problem from a new point of view. 
He found that the pelvic ligaments of the guinea 
pig are relaxed by injections of corpus luteum ex- 
tract, but only when the animal is under, or recover- 
ing from, the influence of the follicle hormone. He 
concludes that in order to obtain certain biological 
results the hormones of the follicle and the corpus 
luteum must be given in proper sequence. Appar- 
ently the follicle hormone is necessary to put the 
uterus in proper physiological condition to respond 
to the corpus luteum hormone. 

Among the manifestations which may reasonably 
be ascribed to hypofunction of the ovary are: 

1. Amenorrhoea (absence of menstruation), hypo- 
menorrhoea (scanty menstruation), and oligomenor- 


rhcea (abnormally infrequent menstruation), de- 
layed puberty, and premature menopause. 

2. The vasomotor symptoms of the menopause 
(either natural or artificial). 

3. Sterility (probably in only a small percentage 
of cases). 

4. Possibly certain instances of so-called primary 
dysmenorrhcea, genital hypoplasia, obesity, repeated 
abortion, and menstrual headaches. 

In the treatment of ovarian hypofunction, the 
follicle hormone has been used, but the results have 
usually been disappointing because the dosage em- 
ployed has been inadequate. The hormone should 
be administered in large doses, preferably at least 
100 rat units, daily for eight or ten days and then 
stopped. If menstruation does not occur in four or 
five days, the injections may be resumed. 

Novak believes that neither follicle nor corpus 
luteum injections alone are as effective as a com- 
bination of the two in proper sequence. The best 
plan is to give eight or ten injections of the follicle 
hormone followed by perhaps six of a corpus luteum 
extract. 

In the treatment of the characteristic symptoms 
of the menopause, ovarian therapy by the oral route 
is of much benefit. It should be supplemented, 
however, by the usual measures of hygiene and 
procedures to build up the general health. Even more 
important is reassurance of the patient regarding 
the significance and temporary nature of the symp- 
toms. 

In sterility, organotherapy is still in the empiric 
stage. The recent work on the relation of the pi- 
tuitary gland to the ovary offers far more hope for 
the successful treatment of endocrinopathic sterility 
than any other development of recent years, but as 
yet no means of clinically applying the experimental 
findings is apparent. 

In primary dysmenorrheea, gerital hypoplasia, 
obesity, repeated abortion, and menstrual head- 
aches, in which the etiological réle of hypogenitalism 
is far less clearly definable, there is little reason to 
expect much benefit from organotherapy. In the 
present state of our knowledge, ovarian therapy is 
employed on empiric or semi-empiric grounds. 

Very little is known about clinical syndromes 
referable to excessive function of the ovary. There 
is perhaps only one condition in which the scientific 
evidence for such a hyperfunction is fairly complete, 
i.e., the so-called functional uterine bleeding which 
occurs most frequently at the menopausal age, but 
is not rare at, or shortly after, puberty and at other 
times during reproductive life. The treatment of 
this condition would seem to be the injection of 
corpus luteum extract if an extract of undoubted 
potency is made available. By daily injections of 
a lipoid-containing corpus luteum extract for six or 
eight days before the onset of the abnormal men- 
struation, the amount of the bleeding is often kept 
within normal bounds and the patient may often 
be carried along until the endocrine balance is 
re-adjusted. ALBERT M. M.D. 
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Lucio, B. A.: Autotransplantation of the Ovary 
into the Cavity of the Uterus (Contributo all’op- 
azione di autotrapianto dell’ovaio nella cavita 
uterina). Clin. ostet., 1928, xxx, 498. 


The case reported was that of a woman of thirty- 
one years who had been married for ten years but 
had never been pregnant. The patient suffered from 
painful and prolonged menstruation, leucorrhcea, 
sacrolumbar pain, and headache. 

Gynecological examination showed bilateral sal- 
pingo-oéphoritis. At operation, the left tube was 
found to contain about 10 c.cm. of pus. The tube 
and ovary on that side were removed. The right 
ovary was transplanted into the cavity of the uterus, 
but was left connected with its ligaments in order 
to assure its nutrition. The patient was relieved of 
symptoms and her general health has improved 
greatly. The transplanted ovary functions. 

None of the results can be attributed to the im- 
plantation of the ovary into the uterus as they 
would have been brought about by the removal of 
the diseased adnexa even if the right ovary had 
been left in its normal position. The patient has 
not become pregnant, but Tuffier, Estes, and others 
have reported pregnancies following this operation. 

The author concludes that the operation is rational 
and justified as it creates conditions which make 
pregnancy possible, but that it should be done only 
in selected cases. Auprry G. Morcan, M.D. 


Dolgopol, V. B.: Ectopic Corpora Lutea. Am. J. 
Obst. & Gynec., 1928, xvi, 218. 


Dolgopol reports a series of six cases of ectopic 
corpora lutea and reviews twenty-four cases from the 
Russian and German literature. Relatively few 
cases have been reported in the English and Amer- 
ican literature. ‘The author believes that the anom- 
aly is more common than is supposed and urges all 
surgeons having occasion to study the ovary at oper- 
ation to look for it. 

Corpora lutea may become partially or totally 
separated from the ovary. The inhibiting influence 
of ectopic corpora lutea on menstruation and ovula- 
tion has not been definitely established. 

I. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Babcock, W. W.: The Vaginal Approach to the 
Peritoneum. Surg. Clin. N. Am., 1928, viii, 783. 


Babcock states that abdominal surgeons should 
be familiar with the indications for, and the tech- 
nique of, the vaginal approach to the peritoneum as 
the cul-de-sac incision may be life saving and ligation 
or clamping of the bleeding tube in ectopic preg- 
nancy is accomplished more quickly and safely, 
septic pelvic accumulations are more safely drained, 


and, at times, unusual abdominal complications are 
best handled by vaginal section. 

He describes his method of vaginal enterostomy 
for postoperative ileus from pelvic peritonitis and 
concludes from his experience that the cul-de-sac 
incision permits exploration of the pelvic perito- 
neum and drainage of the obstructed loop of bowel 
with immediate relief and little or no shock. Ap- 
pendiceal abscess low in the pelvis or an inflamed 
appendix below the ileopectineal line may be effec- 
tively and safely reached through a vaginal incision. 

The author describes also his method of vaginal 
ureterocystostomy for ureteral obstruction close 
to the bladder wall. Auice F. Maxwett, M.D. 


Basset, A., and Guérin, P.: Sarcoma of the Vagina 
in the Adult (Contribution 4 l’étude des sarcomes 
du vagin chez ladulte). Gynéc. et obst., 1928, xviii, 
18. 

The case reported was that of a woman forty-four 
years of age who came for treatment in January, 
1925, because of a tumor in the vagina which she had 
discovered herself. She had no symptoms except a 
certain amount of pain on coitus and a feeling of 
weight at the anus. Operation was performed on 
January 27, 1925, and was followed by uneventful 
recovery. Histological examination showed the tu- 
mor to be a round-cell or lymphoblastic sarcoma. 
The patient was given two radium treatments sepa- 
rated by an interval of eight days—a vaginal appli- 
cation of 10.80 me., and a rectal application of 4.68 
mc. When she was seen on September 14, 1925, 
there was no sign of recurrence. 

Sarcoma of the vagina has no characteristic 
symptoms. Often the patients do not come for treat- 
ment until ulceration has occurred. Ulceration is 
followed by haemorrhage. Ulceration seems to occur 
earlier in sarcoma of the vagina than in sarcoma in 
other parts of the body, though not so early as in 
epithelioma. There may be a serous or sanguinolent 
discharge or bladder symptoms. The duration of the 
disease varies from two months to two years, de- 
pending upon the histological character of the tumor. 
Recurrence is very frequent. As yet it is impossible 
to say whether the cure in the case reported is final, 
but the authors are hopeful on account of the radium 
treatment. The lymphoid type of sarcoma is par- 
ticularly sensitive to radium. 

Surgical removal is advisable before the use of 
radium as it is impossible to determine the histologi- 
cal nature of the tumor without microscopic exami- 
nation, and biopsy is more or less dangerous in 
sarcoma. However, the surgical removal need not 
be so extensive as was formerly though necessary 
since very extensive operation has not proved more 
effective in preventing recurrence than more limited 
surgery. Aubrey G. Morcan, M.D. 


OBSTETRICS 


LABOR AND ITS COMPLICATIONS 


Hofbauer, J.: The Effect of Bile Salts upon the 
Automatic Contractions of the Uterus and 
upon the Action of Pituitary Extract During 
Pregnancy: A Possible Explanation for the 
Cause of Labor. Am. J. Obst. & Gynec., 1928, 
xvi, 245. 

In an attempt to explain the causation of the onset 
of labor, Hofbauer made an experimental study using 
bile salts on portions of excised uteri suspended in 
Locke’s solution. 

It has been known for some time that, in preg- 
nancy, there is a steady increase of the bile salts in 
the circulation. In the author’s experiments, it was 
found that the addition of small quantities of sodium 
glycocholate to portions of the strips of muscle sus- 
pended in Locke’s solution suppressed the sponta- 
neous uterine contractions. The relaxation of the 
uterine tone could not be neutralized by the addition 
of small doses of pituitrin, but large doses of pituitary 
extract produced strong uterine contractions equal 
to the contractions occurring during labor. 

Hofbauer believes it logical to assume that the 
activity of the pituitary body may be one of the 
factors responsible for the onset of labor. 

E. L. Cornett, M.D, 


Lynch, F. W.: Anzesthesia in Obstetrics. California 
& West. Med., 1928, xxix, 173. 

The author believes that the metabolic changes 
normally present in pregnancy make the patient a 
poorer anesthetic risk than she would be in the non- 
pregnant state. 

Abdominal complications demanding surgical in- 
terference during pregnancy can be operated upon 
without much abdominal relaxation. In a great per- 
centage of cases local anesthesia is used. If neces- 
sary, this may be supplemented with nitrous oxide 
and oxygen or ethylene and oxygen. 

Ether should be given only when it is needed to 
secure muscular relaxation, as in versions, and should 
be avoided, if possible, in caesarean sections. Mor- 
phine should not be given before cesarean section. 

Nitrous oxide with oxygen has been favored by the 
author for analgesia in the second stage and for 
anesthesia in caesarean section and forceps extrac- 
tions. Cart H. Davis, M.D. 


Mathieu, A., and Schauffler, G. C.: The Rigid and 
Stenosed Cervix in the First Stage of Labor. 
Am. J. Obst. & Gynec., 1928, xvi, 390. 


In a study of the rigid and stenosed cervix in the 
first stage of labor, the authors were unable to 
demonstrate the existence of a band of continuous 
circular fibers of the sphincteric type. They are of 


the opinion that the caliber of the cervical canal is 
maintained passively by the anatomical conforma- 
tion of the organ. They state that so-called spas- 
modic cervical contraction occurring during labor 
is frequently psychic, as is shown by other symp- 
toms of a similar nature and the patient’s mental 
makeup. Among pathologico-anatomical conditions 
which may be responsible for rigidity and stenosis of 
the cervix are lues, displacement of the os, adhe- 
sions, and overlapping of the cervical lips. 

In the diagnosis, fibrosis of the cervix must be 
kept in mind. The condition must not be mistaken 
for the patient’s reaction to the early stages of labor 
or for active resistance to descent due to the pain 
caused by the pressure on the cervix. 

If fibrosis is absent, watchful expectancy together 
with the administration of sedatives is indicated. 
Manual and instrumental dilatation and the use of 
weighted bags are condemned. For certain cases, the 
authors recommend cervical incisions or vaginal or 
abdominal cesarean section. E. L. Cornett, M.D. 


Bailey, H.: The Long Labor. Am. J. Obst. & Gyncc., 
1928, xvi, 324. 


Bailey states that long labor with its accompany- 
ing acidosis and shock is apt to be a cause of sudden 
death. So-called ‘anesthetic deaths” may possibly 
be explained on this basis. When labor is prolonged, 
the acidosis increases hourly with resultant lower- 
ing of the carbon dioxide in the blood and coincident 
lowering of the blood pressure. Patients who show 
signs of acidosis, such as bright redness of the lips, 
dryness of the skin, and marked exhaustion, should 
be treated for this condition before operation is 
attempted. Morphine in doses of % gr. relieves the 
acidosis by the rest it affords and thereby raises 
the carbon-dioxide combining power of the blood. 
Morphine should not be used in long labors for the 
purpose of allowing the patient to rest and then 
return to a stronger labor afterward, but merely to 
prepare her for an operative delivery. 

If the labor lasts longer than twelve hours, the 
patient should have regular feedings of high caloric 
and easily assimilated food. Glucose may be given 
intravenously. When the systolic blood pressure is 
under 85, operative intervention should be post- 
poned until the reading is brought to 100. This may 
be accomplished by giving 350 c.cm. of gum 
glucose intravenously at the rate of about 4 c.cm. 
per minute and at a temperature of 104 degrees F. 

Of all forms of delayed labor the one most dif- 
ficult to treat is that due to so-called primary 
inertia and rigidity of the cervix. Some obstetri- 
cians believe that the Beck type of caesarean section 
is indicated in these cases, but the loss of immunity 
due to increased exhaustion and acidosis with sub- 
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sequent entrance of infection after rupture of the 
membranes and repeated vaginal examinations are 
contra-indications. Probably it is better to insert 
a bag and pack the vagina with wet gauze, deliver- 
ing the patient with forceps when dilatation is 
complete. 

The obstetrician is directly responsible for the 
maternal deaths which occur in the conduct of 
labor. When marked acidosis is present, together 
with a low blood pressure, operative intervention 
should not be undertaken until the patient has been 
rendered a good risk for obstetrical surgery. This 
precaution may lead to a decrease in the number of 
sudden and unexplainable deaths occurring at the 
end of long labors. E. L. Cornett, M.D. 


Harris, J. W., and Brown, J. H.: The Bacterial Con- 
tent of the Uterus at Caesarean Section. Am. 
J. Obst. & Gynec., 1928, xvi, 332. 


In an article published in February, 1927, the 
authors reported the clinical details of a bacterio- 
logical study of fifty uteri at casarean section. In 
twenty-eight cases, the cultures were sterile, whereas 
in twenty-two, bacteria of various kinds were found. 
In this article, the twenty-two infected cases are re- 
viewed in detail. 

In order to insure freedom from contamination by 
the vaginal secretion, all of the cultures were taken 
through the uterine incision. As soon as the child 
was delivered, but before the hands or instruments 
were introduced into the uterus, a sterile cotton- 
covered swab was passed through the uterine incision 
and rubbed over the lower uterine segment, care 
being taken to prevent contact with any portion of 
the uterus except that from which the culture was 
desired. As soon as possible thereafter smears were 
made from the swab and then an inoculation was 
made into anaerobic and aerobic human blood-agar 
plates, anaerobic and aerobic and dextrose-acid-agar 
plates, cooked meat sealed with vaseline, anaerobic 
and aerobic human serum bouillon, and aerobic 
lactose fermented bouillon containing bromcresol- 
purple as an indicator. In no instance did the pri- 
mary smears show bacteria which could not be 
grown and identified on culture. In all except one 
of the infected cases the puerperium was febrile, but 
all of the patients recovered. In ten cases the in- 
cisions healed poorly. From eight of these cases 
either actinomyces pseudonecrophorus beta- 
hemolytic streptococci were isolated. One case in 
which the wound healed poorly yielded a pure cul- 
ture of an anaerobic streptococcus of the gamma type 
which actively fermented all the test substances 


except mannite. In three cases, clostridium welchii . 


was found, but there was no gross evidence of gas- 
bacillus infection. No obvious relation was noted 
between the course of the puerperium and the pres- 
ence of diphtheroid bacilli in the uterus. 

To sum up, the cultures showed staphylococcus 
albus in nine cases, staphylococcus aureus in two 
cases, yeasts in two cases, clostridium welchii in 
three cases, Doederlein’s bacillus in one case, acti- 


nomyces pseudonecrophorus in three cases, diph- 
theroids in twelve cases, and streptococci in eighteen 
cases. E. L. Cornett, M.D. 


Gordon, C. A.: A Survey of Czesarean Section in 
the Borough of Brooklyn, City of New York. 
Am. J. Obst. & Gynec., 1928, xvi, 307. 


Gordon collected a series of 1,805 casarean sec- 
tions from the statistics of thirty-four hospitals 
over the period of five years from 1921 to 1926. In 
934 cases the indication for the operation was con- 
tracted pelvis; in 210 cases, eclampsia and other 
toxemias of pregnancy; in 117 cases, antepartum 
hemorrhage; and in 544 cases, various other causes. 

In the first group, the fetal mortality was 3.8 per 
cent and the maternal mortality 5.8 per cent. In 
the second group, the fetal mortality and also the 
maternal mortality was 26 per cent. In the third 
group, which included 98 cases of placenta praevia 
and 1g cases of accidental haemorrhage, there were 
30 fetal deaths, a mortality of 25.6 per cent, and 7 
maternal deaths, a mortality of 6 per cent. 

In the whole series of cases, 21 caesarean hysterec- 
tomies were performed with 3 maternal deaths, a 
mortality of 14 per cent. If 4 cases of rupture of the 
uterus with 2 deaths are deducted, the maternal 
mortality of cwsarean hysterectomy was 6 per cent. 
The classical operation was done in 472 cases—273 
with, and 199 cases without, previous vaginal ex- 
amination. In the first group there were 16 deaths, 
and in the second group, 27 deaths. The lower seg- 
ment operation was done in 123 cases—66 with, 
and 57 cases without, previous vaginal examination. 
In the first group there was 1 death, whereas in the 
second group there were 6 deaths. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Harris, J. W., and Brown, J. H.: The Bacterial 
Content of the Vagina and Uterus on the Fifth 
Day of the Normal Puerperium. Bull. Johns 
Hopkins Hosp., Balt., 1928, xliii, 190. 

The fact that streptococci were present in the 
uteri of patients suffering from very mild symptoms 
of puerperal sepsis suggested research to determine © 
if it is possible for streptococci to be present in 
the puerperal uterus without giving rise to any clini- 
cal manifestations of infection. In thirty normal 
obstetrical cases intra-uterine cultures were taken 
by means of Little’s tube together with vaginal 
cultures on the fifth day after delivery. The utmost 
precision of method was used. Bacteria were found 
in twenty of the thirty cultures from the uterus but 
streptococci were present in no case. Of the thirty 
cultures from the vagina, twenty-two showed 
streptococci, but in no instance were they of the 
aerobic beta-hemolytic variety which is the etiolog- 
ical factor in the majority of fatal cases of puerperal 
infection. 

While bacteria of a sort not present in the fundus 
were abundant in the vagina, no variety was found 
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in the fundus which was not represented in the vag- 
inal flora. From this it must be assumed that there 
is an upward extension of the bacteria from the 
vagina to the uterus, doubtless through the capil- 
lary layers of fluid extending from the vulva to 
the uterine cavity. It is probable that whatever 
organisms are present in the vagina at labor ascend 
into the uterine cavity but are rapidly killed off by 
the defensive mechanism. From their study the 
authors conclude also that viable streptococci do 
not remain in the uterine cavity until the fifth day 
of the normal puerperium without giving rise to 
clinical manifestations of infection. 
Goopricu ScuaurrLer, M.D, 


Goodall, J. R., and Wiseman, M.: Cervical Infec- 
tions in the Puerperium. Am. J. Obst. & Gynec., 
1928, xvi, 339- 

The authors state that the high incidence of 
morbidity, the frequency of subinvolution of the 
uterus, and the common occurrence of thrombophle- 
bitis, especially in multiparw, are probably due to 
an attenuated infection which the vulvar aseptic 
technique cannot reach. The frequency with which 
primary infection in the cervix early in the puer- 
perium can be demonstrated seems to indicate that 
in many cases of mild morbidity the underlying 
cause is chronic cervicitis. E. L. Cornet, M.D. 


Watson, B. P.: An Outbreak of Puerperal Sepsis 
in New York City. Am. J. Obst. & Gynec., 1928, 
XVi, 157. 

Watson reports an epidemic of puerperal sepsis 
occurring in the Sloane Hospital for Women, New 
York City, in January and February, 1927. During 
this period, 163 patients were delivered. Of these, 
25 (15 per cent) developed a streptococcus infection. 
There were 9 deaths, a mortality of 36 per cent. In 
addition, 12 other patients had a morbid puer- 
perium with a temperature of too.4 degrees F. or 
over, but in these cases streptococci could not be 
isolated. 

In 13 cases delivery was normal. In 6, forceps 
were used, and in 4 a cwsarean section was per- 
formed. In 1 case, in which there were twins, ver- 
sion was necessary. In 7 cases no vaginal examina- 
tions or vaginal manipulation was done. In all of 
the others except 1, vaginal examination was made 
once. In the 1 exception, the case of a patient de- 
livered normally, 3 vaginal examinations were made. 

In a thorough investigation of the operating 
rooms and the personnel of the hospital, it was dis- 
covered that 20 nurses and 2 attending surgeons had 
hemolytic streptococci in the nose and throat and 4 
nurses had tonsillitis. One nurse developed a strep 
tococcus peritonitis, but when she was operated upon 
later no demonstrable primary focus of infection 
could be found. One interne on the service was also 
a streptococcus carrier and was temporarily dis- 
charged. 

The infected cases were isolated and the delivery 
rooms were thoroughly cleaned and some of them 


were closed. As cases of puerperal infection con- 
tinued to develop, the hospital was closed to all 
patients for a period of ten days from February 14 
to February 24, and during that time the operating 
rooms were thoroughly fumigated and repainted. 

The author was unable to determine from the 
data available whether the carriers brought the 
infection into the hospital or picked up the organism 
from infected patients. The latter may have been 
true in some cases. The occurrence of primary peri- 
tonitis in a nurse shows that there may be points of 
entry for the haemolytic streptococcus other than 
the vagina and the puerperal uterus, but the finding 
of the organism in the vagina of nearly all infected 
patients proved that this was the common portal. 

The particular streptococcus in this series of in- 
fections was a very virulent one. With 1 exception, 
death resulted in every case with a positive blood 
culture. The late appearance of streptococci in the 
blood of most of the patients and the postmortem 
findings indicated a lymphatic dissemination. 

In the treatment, the author used antistreptococ- 
cus serum in large doses and quinine bi-hydro- 
chloride, serum alone, or serum and blood transfu- 
sions. Some of the patients were benefited by 
repeated small blood transfusions. In the most 
virulent cases, no improvement resulted from any 
treatment. Cornet, M.D. 


NEWBORN 


Flagg, P. J.: The Treatment of Asphyxia in the 
Newborn: Preliminary Report of the Practical 
Application of Modern Scientific Methods. 
J.Am. M. Ass., 1928, xci, 788. 


The author emphasizes that the obstetrician 
should be thoroughly familiar with the anatomy of 
the upper air passages as it appears with and without 
its reflexes. Both in infants and in adults, the prob- 
lem of scientific artificial respiration depends upon 
the ease with which the larynx may be exposed and 
intubated. 

The article contains five illustrations of apparatus 
used in the treatment of asphyxia of the newborn. 
The apparatus which is used by the author has the 
advantage that it can be operated by one person. 

Cart H. Davis, M.D. 


MISCELLANEOUS 


Crew, F. A. E.: The Biological Aspect of the Falling 
Birth Rate. Brit. M.J., 1928, ii, 477. 

Roberts, W. J.: The Economic Aspect ~ the Fall- 
ing Birth Rate. Brit. M.J., 1928, i 

Horder, Sir T.: The Medical Aspect of ‘the Falling 
Birth Rate. Brit. M.J., 1928, ii, 483. 

Barrett, Lady: Indications from Statistics on the 
Falling Birth Rate. Brit. M.J., 1928, ii, 485. 


CREW says that to the biologist there is nothing 
remarkable and necessarily ominous in the past and 
present decline of the birth rate. It is the sign only of 
the approaching end of a population growth-cycle, 
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not the end of a people or a culture. The law of the 
growth-cycle postulates that within one and the 
same cycle and in an especially limited area, growth 
in the first half of the cycle starts slowly, but the 
actual increment per unit of time increases steadily 
until the midpoint of the cycle is reached. After that 
point the increment per unit of time becomes stead- 
ily smaller until the end of the cycle. There are two 
methods by which population reduction or descent 
in the cycle takes place. The first is the catastrophic 
method, illustrated by epidemics, war, famine, etc. 
occurring as the result of over-population, and the 
second, a fall of fecundity and fertility with increas- 
ing density of population. 

It appears that conditions incident to overcrowd- 
ing depress fecundity. In the case of human fecundity, 
this passive response to environmental discomfort 
can be replaced by a deliberate and conscious con- 
trol of the reproductive rate. Therefore the ques- 
tion arises as to whether the fall in the birth rate is 
due in the main to the spread of a deliberate and 
conscious limitation of fertility. The conclusion that 
methods of birth control attain the end desired by 
those who employ them is inherently probable (mid- 
dle and upper social classes). It is very doubtful, 
however, if birth control has affected the population 
growth-cycle—the crude birth rate. The fallin the 
birth rate has been too gentle. It has proceeded with 
evolutionary steadiness and it has been universal. 
Accordingly it seems that the fall is not the result of 
local disturbance but the expression of general bio- 
logical factors. The birth rate is falling now because 
this is the end of a population growth-cycle. 

Though yet in its infancy, the science of group 
biology has made important contributions regarding 
such factors affecting the rate of population as: 
(1) the proportion of multiple birth stocks present, 
(2) the frequency of opportunities for effective fer- 
tilization as indicated by frequency of ovulation and 
length of period of fertility, and (3) living conditions 
and other factors affecting happiness. Perhaps the 
social and economic developments during recent 
times have permitted or even encouraged the sur- 
vival of stocks which were, and are, relatively 
infecund or react more readily to the disharmonies 
attendant upon industrialism. 

Social advancement causes a decrease in the rate 
of reproduction because those who advance socially 
are presented with a greater variety of modes of self 
expression and self indulgence. If a large section of 
the community which is socially unsuccessful but 
not unsound in the biological sense is left with no 
other mode of self release save that afforded by ex- 
cessive drinking and sexual overindulgence, its rate 
of reproduction will be higher than the rate of the 
community as a whole and the trend will obviously 
be undesirable. Crew offers no panacea, but states 
that if man, the rebel, is to consolidate the gains he 
has won from Nature, a true control of fecundity and 
fertility must soon be achieved. 

RosERrtTs says that the science of economics does 
not yet offer a generally adopted doctrine of popula- 


tion which can be applied with confidence to actual 
situations. 

Apprehension in regard to the diminishing birth 
rate should perhaps be allayed by the concomitant 
decrease in the death rate. The decline in the birth 
rate appears to be “‘differential’’ in the sense that 
the restriction of births is confined chiefly to the 
middle and upper classes, especially large families of 
undesired children being found mainly among the 
poor. The part played by birth control in this dif- 
ferential birth rate is probably not inconsiderable as 
birth control is practiced chiefly by the higher social 
classes. Alarm is felt in some quarters because of the 
failure of the “‘best’’ elements of the community to 
reproduce themselves. Regarding the urging of such 
considerations as motivating principles upon the 
masses, the author says, ‘‘The average individual 
is not apt, I suspect, to pass immediately from his 
general preferences for the social and political future 
to any shouldering of a share—which to him, per- 
sonally, is heavy, but may turn out to be insignificant 
in the mass--of the costs of bringing about such a 
result; accordance with his other inclinations and 
interests, persistent group pressure and example and 
like causes may sometimes come to the aid of such 
ideal and remote aspirations.” 

It is not surprising to find that the propagation of 
children can be urged as a duty toward a social group 
or members of that group. While nations would 
prefer preponderance of their own types, as would 
also religious and political bodies, yet it is hardly 
possible for the individual or the family to bring into 
play a point of view sufficiently broad to encompass 
the relative values involved. It is the duty of the 
economist to take account of these political and 
social divisions and to seek to discover how they 
affect the conditions of the problem. Practically, 
we may feel ourselves urged to promote measures 
which tend toward family coherence under better 
conditions than those of the past or present. For 
example, the advantages to the parents of child 
labor are not the motives most favorable to the 
rearing of large families, yet they formerly furnished 
a certain economic justification. 

The economist would like to inquire into the 
effects on conduct and habit generally of a wide- - 
spread dissociation of sexual gratification without 
the responsibility of parenthood. He is optimistic 
to the extent that he believes that men should know 
and choose rather than behave as blind victims of 
impulse and despair. His disagreement with the 
older pessimistic theories is evident from such state- 
ments as this: ‘The obstacles to the growth of 
population are not those lying in the niggardliness 
with which Nature responds to human labor and 
co-operation and science and good will. I do not 
think that our own island, to say nothing of what 
has been called our little planet, is overcrowded, or 
that our difficulties are due to any approximation to 
such a calamity. Our troubles are due, not to the 
efforts of free and equal people to win a livelihood, 
but to causes which I may distinguish as political, 
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that is to say, habits and institutions whose origin 
and purpose is mastery and privilege and monopoly. 
That justice should prevail over the whole economic 
community is seen to be the main condition on which 
the continuous unfolding of productive capacity 
depends.” 

HorpDeEr states that the question of population 
seems to lie largely outside the doctor’s sphere. 
Dividing the question into its component elements— 
natality, mortality, and migration—he finds little 
for the physician to assume in regard to the first 
and last of the three. In regard to mortality, the 
physician’s effort to prolong life is but a feeble con- 
tribution. In the question of saving life, however, 
and in the matter of improving health and thus 
increasing fertility, the physician should be a defi- 
nite factor. If he is to enter the field on the side of 
the larger issues, he should be taught a good many 
things not now included in his curriculum and his 
thoughts should be early directed to the vital general 
questions of the regulation of birth. A definite clear- 
cut program should be envisaged for the physician’s 
advocacy. The study of contraception would be 
only a minor factor in these broad doctrines, but 
even in this restricted department are found striking 
inadequacies. Here, at least, is a subject deserving 
of inquiry, concerning which the doctor’s oppor- 
tunities for research and observation are abundant 
and his findings paramount. 

Lapy BarRETT assigns to the physician a position 
of major influence on the question of population. 
She is of the opinion that the subject should, and 
can be, taught in medical schools. Regarding the 
influence of contraceptives and especially their in- 
fluence in the upper classes, she points out that 
there have always been variations in fertility in 
various classes. All factors, including contraception, 
tend to diminish the upper middle and textile 
classes only, whereas the classes approaching desti- 
tution are unnaturally prolific. 

The author discusses general factors which affect 
the crude birth rate and calls attention to the fact 
that the artificiality of sex relationship dependent 
upon present social and industrial conditions gives a 
definite impetus to this unfavorable trend. She 
states that obedience to natural laws and the restric- 
tion of intercourse to the periods of natural desire of 


both partners would answer wisely and well the re- 
quirement for an intelligent limitation of popula- 
tion. The healthy and virile would procreate abun- 
dantly whereas the sick and poorly equipped would 
not. Such ideal restriction would seem practically 
unobtainable, but physicians should advocate such a 
program. 

In the author’s opinion, the least objectionable 
and most efficacious of the artificial methods of 
contraception are the use of the sheath and the intro- 
duction of medicated pessaries, but all methods are 
grossly unsatisfactory. 

Goopricu C. SCHAUFFLER, M.D. 


Mitchell, R.: The Prevention of Maternal Mortal- 
ity in Manitoba. Canadian M. Ass. J., 1928, xix, 
292. 

In a recent survey, MacMurchy found that in the 
period from July 1, 1925, to July 1, 1926, the mater- 
nal mortality rate in Canada as a whole was 6.4 per 
1,000 live births, and in the Province of Manitoba, 
7.7 per 1,000 live births. In Canada as a whole, the 
most common cause of maternal death was sepsis. 
This was responsible for 27 per cent of the fatalities. 
Next, in decreasing order of frequency, were hamor- 
rhage, toxemia, and dystocia. 

The author finds that, in Manitoba, puerperal 
hemorrhage claims by far the greatest number of 
victims. He therefore urges more careful manage- 
ment of the third stage of labor. He states that 
cases of placenta previa are often neglected, being 
brought into the hospitals only as emergencies. 

He believes that operative intervention is too fre- 
quently performed, and emphasizes that forceps 
should not be applied unless there are well-defined 
indications for their use. 

Antenatal care has reduced puerperal albuminuria 
and convulsions to the minimum. 

The measures recommended by Mitchell for the 
reduction of maternal mortality are: (1) strict en- 
forcement of registration of births, deaths, and cases 
of sepsis; (2) an investigation of every maternal 
death and of epidemics of puerperal sepsis in hos- 
pitals by the Department of Health; and (3) an 
increase in the number of public health nurses to 
give better prenatal care and to educate expectant 
mothers. Cart H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Caylor, H. D.: Suprarenal-Renal Heterotopia: Re- 
port of a Case. J. Urol., 1928, xx, 197. 


Suprarenal-renal heterotopia is the developmental 
inclusion of cortical and medullary suprarenal tissue 
beneath the capsule of the kidney. All or only a 
part of the suprarenal gland may be beneath the 
renal capsule. The condition is frequently bilateral. 
It occurs more commonly in males than in females 
and is usually associated with a thymicolymphatic 
constitution. It is of surgical importance as it can- 
not be recognized before operation, the patient is 
susceptible to surgical shock and infection, and there 
is a potential reduced production of epinephrin with 
always the possibility of an acute epinephrin insufli- 
ciency following nephrectomy. 

Kidneys to be removed should be carefully scru- 
tinized for this anomaly during and immediately 


_ after operation because knowledge of the defect 


may prevent removal of the suprarenal gland during 
nephrectomy or, if its removal is inevitable (as in 
the case reported by the author), the epinephrin 
insufficiency which may develop will be anticipated. 


Hertz, J.: The Effects and Results of Suprarenalec- 
tomy in Gangrene of the Extremities (Fffets et 
résultats de la surrénalectomie dans la gangréne des 
extrémités). Bull. ef mém. Soc. nat de chir., 1928, 
liv, 954. 

This is a report of seven suprarenalectomies, five 
performed for thrombo-angiitis obliterans, one for 
senile gangrene, and one for syphilitic endarteritis. 

One patient who was treated for thrombo-angiitis 
obliterans or Buerger’s disease remained well for 
twenty-one months and another required amputation 
after two months. The three others suffered relapses 
after two and three months. The syphilitic endar- 
teritis mistaken for Buerger’s disease was re-acti- 
vated by the operation. The patient with senile 
gangrene was relieved of pain for eight days. In all 
of the cases of Buerger’s disease the operation 
relieved the pain immediately although only tem- 
porarily. 

The author recommends suprarenalectomy for 
cases of syphilitic endarteritis and senile gangrene 
because he believes that it relieves the arterial 
spasm and thereby makes possible a more conserva- 
tive amputation. His experience indicates that 
suprarenalectomy has the same immediate effect as 
periarterial sympathectomy. It involves the section 
of from thirty to thirty-five nerves derived from 
the coeliac and renal plexuses and, as Leriche has 
demonstrated, an operation on the sympathetic at 
any point produces effects at a distance from that 


point. 


Hertz concludes that periarterial sympathectomy 
should be given a trial before suprarenalectomy is 
attempted as the effects of the two operations seem 
to be identical. ALBert F. Dr Groat, M.D. 


Harris, A.: Traumatic Rupture of the Left Kidney; 
Case Report. J. Urol., 1928, xx, 193. 


Harris reports the case of a man forty-four years 
of age who, while standing on a crowded subway 
platform, was suddenly pushed against an iron post, 
sustaining an injury to his left side. The injury was 
followed by hematuria for ten days, pain in the 
side and back, and a feeling of weakness. After the 
patient had been kept in bed for twelve days the 
pain and tenderness were relieved. ‘Twenty-three 
days after the injury the urine was moderately 
cloudy and showed a trace of blood and pus. The 
findings of a general examination were negative ex- 
cept for moderate tenderness on deep pressure over 
the left kidney. There was no palpable enlargement 
of either kidney. 

Cystoscopic examination showed the bladder to 
be normal; both ureteral orifices were normal and 
were catheterized with ease. On the left side a dis- 
tinct hydronephrotic drop was noted. The phthalein 
test on both sides, the Wassermann test, and blood 
chemistry were negative. The specimen of urine 
from the right kidney was normal, but the specimen 
from the left kidney showed blood and pus cells. 
The specimens from both kidneys were negative for 
organisms on sméar and negative for the tubercle 
bacillus on culture. 

X-ray examination showed the right kidney out- 
line obscured by gas in the bowel. ‘The left kidney 
was definitely enlarged, but smoothly outlined and 
normal in position. The upper pole was particularly 
enlarged. The ureteral regions were negative. Pye- 
lography on the left side showed the kidney pelvis 
to be normal except that the upper calyces had been - 
obliterated and replaced by a large, irregularly hour- 
glass-shaped pouch. In its upper portion this pouch 
extended to the kidney capsule. The ureter was 
definitely kinked just below the pelvo-ureteral junc- 
ture. Stereoscopic examination of the left kidney 
showed that most of the accessory pouch was ante- 
rior to the upper pelvis. In the opinion of Bell, 
this accessory pouch was caused by the trauma. 

When the patient was last examined, he was in 
excellent health and his urine was completely nega- 
tive. 

While the author recognizes the great recuperative 
and reparative power of the kidney, he believes that 
in some cases mechanical defects may be followed 
after some time by infection or stone formation re- 
sulting ultimately in destruction of the organ. He 
draws the following conclusions: 
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1. A ureteropyelographic study should be made 
in every case of renal trauma after the subsidence 
of the acute symptoms. ‘The time to investigate 
depends upon the symptoms and the judgment of 
the surgeon. 

2. The follow-up should be continued for a long 
period in order to determine the incidence of second- 
ary infection and stone formation. Chronic infection 
without obstruction may continue for long periods 
without symptoms sufficient to cause the patient to 
consult a physician. In the control of infection, 
catheterization and lavage of the kidney may be of 
value. 

3. The reparative power of the kidney is re- 
markable. 

4. Open operation is indicated only in the excep- 
tional extreme case of renal injury with uncontrol- 
lable haemorrhage. I nfection following extravasation 
of urine or the formation of a hematoma may re- 
quire drainage. 

5. It is possible that an infected pouch, sinus, or 
sac not relieved by lavage might be removed by 
open operation with conservation of the kidney. 

6. An accessory pouch seen in the pyelogram 
must be differentiated from a solitary cyst of the 
kidney. CraupE D. Hotmes, M.D. 


Babcock, W. W.: The Tolerance of the Kidney of 
Trauma and Infection. Surg. Clin. N. Am., 1928, 
viii, 791. 

Babcock reports two cases of recurrent nephro- 
lithiasis. In the first case, that of a woman fifty- 
nine years old, a large calculus was removed from 
the right kidney and drainage of the left kidney was 
done for hydronephrosis. A year later the X-ray 
showed stones in both kidneys. Both kidneys were 
then opened simultaneously and four stones were 
removed from the left and three from the right 
kidney. A year later the left kidney was drained 
for pyelonephrosis and a few months later it was 
removed. A year later, five stones were again re- 
moved from the right side. Fifteen years later, five 
more stones were removed from the right kidney. 
The patient had eight kidney operations. 

The second case was that of a woman of twenty- 
six years. When the patient was eighteen years old, 
stones were removed from the right kidney, and 
when she was twenty years old, stones were removed 
from the left kidney. Small abscesses formed in 
both kidneys and permanent tube drainage was in- 
stituted on each side. About six months later, pus 
and calculi were removed from the left kidney and 
ultimately the left kidney was removed. Under 
treatment, the right nephrostomy wound gradually 
healed. 

The author emphasizes three factors that favor 
the re-formation of calculi: (1) a blood clot remain- 
ing in the kidney, upon which a calcareous deposit 
occurs, (2) dilatation of the pelvis or calyces, and 
(3) particles of stone left at operation. He states 
that stones are best removed through the pelvis of 
the kidney. Maurice I. MEttzer, M.D. 


Knipfer, A.: The Roentgen Picture of Horseshoe 
Kidney (La sindrome radiologica del rene a ferro 
dicavallo). Radiol. med., 1928, xv, 684. 


The author reports a case of horseshoe kidney 
which he was able to diagnose by simple roentgen 
examination without pyelography. The lower poles 
of the kidneys were pointed and extended obliquely 
toward the spinal column. The lateral outline of the 
normal kidney is never so oblique. The two lower 
poles had the shape of ox-horns directed toward the 
midline. The bridge connecting the two kidneys 
could be felt against the spinal column. 

A shadow on the right side higher up than the 
lower pole was found to be due to the furrow where 
the bridge and the right kidney joined. Frequently 
the bridge does not connect with the two kidneys at 
the same level and the groove where it joins them can 
be seen in the roentgen picture. 

As the direction of the horseshoe kidney is down- 
ward anteriorly and upward posteriorly, the tube 
may be inclined a little in the ventrodorsal projec- 
tion. A roentgenogram should be taken also in 
dorsal and ventral decubitus. Sometimes the shape 
of the kidney is shown better in ventral decubitus. 

Auprey G. Morcan, M.D. 


Schillings, M.: Horseshoe Kidney (Le rein en fer a 
cheval). 1928: Louvain, Société Scientifique de 
Bruxelles. 


The author reviews the cases of horseshoe kidney 
reported in the literature up to date, including sev- 
eral of his own. The references to American litera- 
ture are unusually numerous. Many of the more 
typical roentgenograms are reproduced. Only the 
clinical aspects of horseshoe kidney are considered. 
To those interested in the subject of renal anomalies, 
this monograph will save much effort in the looking 
up of cases reported during the past five years. 

DANIEL N. E1IsenpRATH, M.D. 


Davis, J. E.: The Surgical Pathology of Malforma- 
tions in the Kidneys and Ureters. J. Urol., 
1928, XX, 155. 

The classification of renal abnormalities in general 
use today, in which these anomalies are grouped 
according to position, number, and form, was sug- 
gested by Kuester in 1896. 

Abnormalities of position (dystopie): As a result 
of inequality of growth, the kidney may be higher 
than normal and the suprarenal body displaced 
medially upon the kidney pelvis. The author cites 
two such cases in which, in nephrectomy, the adrenal 
was removed with a fatal termination. He states 
that the possibility of medial displacement of the 
suprarenal on the kidney pelvis should always be 
borne in mind when examination reveals high posi- 
tion of the kidney together with perinephritis. 

In large fetuses, infants, and young children it is 
not at all uncommon to find the kidneys in a low 
position or one kidney lower than the other. 

The most common positions of abnormally placed 
kidneys are the bifurcation of the aorta, the sacral 
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promontory, over the sacro-iliac joint, in the iliac 
fossa, and in the hollow of the sacrum. Abnormally 
formed kidneys are quite frequently misplaced 
whether they are fused or separate. A floating kid- 
ney may constitute an obstetrical complication. 
The right kidney is more apt to be found in an ab- 
normal position than the left kidney. 

Abnormalities of number: The presence of more 
than two kidneys is the rarest of all kidney malfor- 
mations. Absence of both kidneys is usually found 
in fetal monsters. Maulon, however, saw a fourteen- 
year-old girl without kidneys, ureters, or bladder. 
In this case the urachus was very large and long, 
the umbilical vein was larger than that of an adult, 
and since birth a urinous fluid had been discharged 
from the umbilicus. In aplasia of the kidney, the 
ureter of the same side is also missing. In hypoplasia 
there may be a ureteral formation with a small 
mass mounted on its upper end. Absence of one 
kidney may be congenital, the result of the blighting 
of a bud on one side, or due to the destruction of 
one kidney by disease—as a rule a disease causing 
ureteral obstruction and pressure. 

Abnormalities of form: Most malformations of the 
kidney begin in the early development of the ureteral 
bud and its surrounding metanephrogenetic cells. 
The usual cause of horseshoe kidneys, which con- 
stitute 25 per cent of renal malformations, is a 
change in form involving both buds. This fusion 
deformity is important because of the irregularity 
of the blood supply and the abnormal number and 
position of the ureters, which may be responsible 
for abnormality of drainage. Anomalies of the ureter 
and pelvis include variations from the normal in the 
number of the ureters or pelves, the type of fusion, 
and congenital absence, atrophy, or stricture of the 
ureter. The most common anomaly in this group 
is complete or partial duplication of the ureter. 

The most important congenital renal condition is 
the congenital polycystic kidney. This is charac- 
terized by the formation of numerous and diffusely 
distributed retention cysts which are usually visible 
to the naked eye. The anomaly is often associated 
with other developmental stigmata. It may be 
found at any age and is associated with cysts else- 
where in the body, most frequently in the liver. 
The condition passes through three stages. The first 
is the latent stage, which may continue for a short 
time or for many years. The second is characterized 
by subjective symptoms and objective signs, chiefly 
a dragging-down pain and hematuria, and may con- 
tiaue for a few months or a few years. The third 
is characterized by uremic symptoms and may ex- 
tend over a few weeks or a few months. The sub- 
jective symptoms from congenital cystic kidney are 
mainly renal insufficiency, hematuria, pain, and in- 
fection. The objective signs are a tumor mass in 
one or both kidney areas, increased blood pressure, 
changes in the urine similar to those of interstitial 
nephritis, and a positive cystoscopic picture and 
history. The pyelogram shows: (1) flattening and 
obliteration of the major calyces; (2) retraction and 


broadening of the various major calyces; (3) elonga- 
tion or rounding of the true pelvis; and (4) displace- 
ment or obliteration of the pelvis. 

D. Homes, M.D. 


Potter, C.: Pyelonephritis and Urethral Obstruc- 
tion. Am.J.Surg., 1928, v, 286. 


Potter reports the case of a woman fifty-five years 
of age who had had chronic pyelitis for about ten 
years. Every catheterized specimen during this time 
showed pus. Through self-neglect, the patient passed 
through many acute exacerbations of urinary tract 
infection, diagnosed variously as malaria, chills and 
fever, influenza, stomach trouble, bladder trouble, 
and hysteria. She usually changed her physician as 
soon as he advised a complete urological examination. 

The treatment given by the author consisted in 
the removal of foci of infection, irrigation of the 
kidney pelves, ureteral catheter drainage, pro- 
longed rest in bed, the use of urinary antiseptics and 
colon-bacillus mixed vaccine, intravenous medica- 
tion, and a blood transfusion to overcome anaemia 
and build up the resistance. After a month in the 
hospital, the patient was allowed to go home, but 
treatment was continued because the urine was still 
heavily loaded with pus and colon bacilli. Shortly 
after her discharge, she had an attack of acute pain 
over the right kidney accompanied by a chill lasting 
thirty minutes, nausea, vomiting, and a temperature 
of 104 degrees F. 

At operation, performed first on the right side and 
ten days later on the left side, the kidneys were 
found to be white, twice the normal size, and firmly 
bound down by adhesions. The ureters were patent. 

Decapsulation of both kidneys was done. A small 
incision was made in the pelvis after it had been 
wiped free from-fat. A straight Kelly forceps was 
then bored through the kidney substance at Broedel’s 
line, the location of the silent vascular area, until the 
point protruded into the pelvis. Along the tract 
made by the forceps, a small rubber tube was pulled 
through the kidney. The fenestrated end was left 
free in the pelvis. The tube was fixed in place by two 
sutures introduced through the kidney cortex. The 
wound was closed in layers about the tube and one 
rubber-tissue drain. 

Urine drained through the tube freely. Daily 
instillations of 10 per cent argyrol were introduced 
through the tube into the kidney pelvis. The bladder 
urine showed a large amount of argyrol for twenty- 
four hours after each instillation. The tube was left 
in place for eighteen days. The patient showed 
marked continuous improvement, and urinalyses 
over a period of a year were practically negative. 
Constipation was controlled by agar and mineral oil. 

Greenberg used a similar drainage procedure in 
the case of a man forty-two years of age who had 
pain in the right lumbar region and complete anuria 
for twelve hours. The left kidney and both testicles 
had been removed for tuberculosis eight years pre- 
viously. Cystoscopic examination revealed a stric- 
ture in the middle of the right ureter which could not 
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be passed by a catheter. After the insertion of a tube 
into the kidney pelvis through the tract made by a 
forceps pushed through the kidney at Broedel’s line, 
urinary drainage occurred through and around the 
tube and improvement in the condition began within 
twelve hours. The patient had lumbar drainage of 
urine the remainder of his life. He lived about two 
years after the operation and died fron intestinal 
obstruction due to extensive intestinal tuberculosis. 

The author draws the following conclusions: 

1. Chronic pyelitis can be successfully treated by 
direct surgical drainage of the kidney pelvis and the 
instillation of an antiseptic solution through a tube 
introduced through a tract bored in the least vascu- 
lar area of the kidney. 

2. Chronic pyelonephritis can be successfully 
treated by the same procedure plus decapsulation 
after the manner of Edebohl. 

3. Even when it seems that the entire urinary 
tract except a part of one kidney is incapacitated, 
life can be prolonged and the patient at least tem- 
porarily restored to useful work by direct surgical 
drainage of the renal pelvis. 

J. Epwin Kirkpatrick, M.D. 


Gutierrez, R.: Non-Surgical Renal Tuberculosis. 
Am. J. Surg., 1928, v, 99. 

Non-surgical renal tuberculosis is one of the most 
common and serious of kidney infections. The 
diagnosis is based on the presence of Koch bacilli in 
catheterized urine, a positive urographic examina- 
tion, and a decrease in renal function. In from 80 to 
go per cent of the cases the condition is at first 
unilateral. Early diagnosis should be followed by 
nephrectomy. In most cases the infection is carried 
by the blood stream, but in some it reaches the kid- 
ney by way of the lymphatics or the bladder. ‘Tu- 
bercle bacilli are often found in urine in the absence 
of subjective symptoms or apparent lesions in the 
urinary organs. In one case reported by the author, 
a secondary infection resulted from obstruction at 
the ureteropelvic juncture. 

Bilateral renal tuberculosis is not frequent and 
is always associated with pathological lesions of one 
or more of the other genito-urinary organs. In ad- 
vanced pulmonary tuberculosis, the urinary bladder 
is always involved. 

In reporting ninety-three cases of bilateral renal 
tuberculosis, Legueu stated that after the removal 
of the kidney with the poorest function the bladder 
symptoms often subside and the lesion of the re- 
maining kidney is arrested or cured. In early cases 
the involved kidney should be removed at once. 

The author says that the secretion of urea in 
normal quantity is a safe indication of a sufficient 
amount of kidney tissue capable of functioning. The 
Mayo Clinic ascribes more importance to the phtha- 
lein test. The determination of the urea secretion 
and the phthalein test should be combined with 
pyelography and guinea-pig inoculation. 

There are certain cases of renal tuberculosis in 
which surgery should not be applied, the best results 


being obtained from combined medical and uro- 
logical treatment. These are cases in the advanced 
stage with equal involvement of both sides and a 
marked decrease in renal function. No kidney should 
be removed until the clinical data, functional tests, 
studies indicate its removal posi- 
tively. 

Tubercle bacilluria does not always mean tuber- 
culosis of the kidney. It may be due to a focus of 
tuberculosis elsewhere. Partial nephrectomy may 
be indicated. Certain cases of pyelonephritis with 
hydronephrosis and stricture or kink of the ureter 
should be treated cystoscopically. When a gross 
lesion is evident in the pyelogram and there is 
absence or diminution of renal function, the treat- 
ment should be nephrectomy. 

BENJAMIN Rotter, M.D. 


Hyman, A.: Renal Neoplasms. Am. J. Surg., 1928, 
v, 120. 


Of ninety-nine cases of renal neoplasms reviewed 
by the author, 65 per cent were cases of hyper- 
nephroma. Sixty-three of the patients were between 
forty and fifty years of age, and seventy-two of 
them were males. 

The mortality of renal tumors is between 70 and 
80 per cent. The symptoms are hematuria, pain, 
tumor, backache, loss of weight, urinary difficulty, 
gastro-intestinal disturbances, and fever. In fifteen 
of the cases reviewed, metastases were present when 
the patient was first seen. The secondary manifesta- 
tions of the condition are ocdema of the abdomen 
and legs, pigmentation, and hypertension. The di- 
agnosis is aided by the discovery of tumor cells in 
the urine and by the X-ray findings. In some cases, 
cystoscopy and functional tests may be of assistance. 

Operation is contra-indicated when the tumor is 
large and immovable and adherent to the spine and 
diaphragm or extends into the vena cava. Deep 
roentgen-ray and radium treatment before and after 
operation seem to be of no avail. The disease usu- 
ally kills in three years if operation is not performed. 
The usual surgical treatment is lumbar nephrec- 
tomy. To guard against metastasis, the renal vein 
should be ligated if possible before the attempt is 
made to free the kidney. Half of the patients who 
survive the operation by three years succumb before 
five years. BENJAMIN F. Rotter, M.D. 


Papin, M.: Ligation of Both Ureters; Obstruction 
Relieved; Cure (Ligature opératoire des deux 
uretéres; désobstruction; guérison). Bull. ef mém. 
Soc. nat. de chir., 1928, liv, 1026. 


Clamping or ligating a ureter even for a short 
time usually leads to necrosis and stricture, but the 
author reports a case in which both ureters were 
ligated for fifty-one hours without serious results. 

Following a total hysterectomy for cancer, the 
patient failed to urinate. Medical treatment, in- 
stituted on the supposition that the anuria was re- 
flex, had no effect. After two days the author was 
consulted and in the course of a cystoscopy cathe- 
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terization revealed an obstruction of each ureter a 
few centimeters above the meatus. 

At laparotomy performed immediately under 
spinal analgesia the ureters were found to be in- 
cluded in the ligature of the uterine arteries. After 
removal of the ligatures, indwelling sounds were 
placed in the ureters through small incisions made 
proximal to the obstruction. 

Urine entered the bladder within a few hours 
following the operation and after an initial polyuria 
the output became stabilized on the fifth day at 
1,500 c.cm. Except for a mild left pyelitis which 
lasted several months, recovery was uneventful. 
Sounds passed from time to time showed no stenosis 
of the ureters. 

Throughout both interventions the patient’s con- 
dition remained good. There were no symptoms of 
nitrogen retention or signs of hydronephrosis. Four 
months later the findings of urinary analysis and the 
Ambard constant were normal. 

Abert F. Dr Groat, M.D. 


Fullerton, A.: The Diagnosis of Ureteral Calculi. 
Brit. M. J., 1928, ii, 327. 

The author presents an account of his experience 
in the diagnosis of fifty proved cases of ureteral 
calculi. Eighty per cent of the calculi were made 
up chiefly of calcium oxalate. In the remainder, 
except in one case, phosphates predominated over 
uric acid. The sharp projections on most calculi 
cause hemorrhage from the ureter. Pain is caused 
by increased peristalsis due to the irritation of the 
calculus and increased tension in the kidney pelvis 
due to partial block of the ureter. 

Rarely does a calculus cause complete obstruction 
of the ureter. Anuria of the affected side may be 
of reflex origin. In 70 per cent of the cases reviewed 
there was reflex polyuria with diminished specific 
gravity of the urine from the affected ureter. In 
these cases of unilateral diuresis, the jets followed 
one another more rapidly on the affected side than 
on the opposite side. The specific gravity was 
measured by glass beads. 

The chief signs and symptoms of ureteral calculi 
are discussed. According to Papin and Ambard, the 
pain is “‘pyelic” in origin. It may be of great diag- 
nostic aid or very confusing, depending upon its 
location and direction of radiation. In the cases 
reviewed, frequency of micturition was not a con- 
stant symptom. Rectal tenesmus was an occasional 
complaint. Inflammatory signs may be present in 
association with constitutional reactions such as an 
increase in the temperature and the pulse rate and 
a leucocytosis. The urine may contain blood, pus, 
and bacteria. A physical examination without a 
complete urological éxamination may easily lead to 
an incorrect diagnosis because of the variety of the 
symptoms and findings. A stone in the lower end 
of a ureter may frequently be felt by rectal or 
vaginal examination. 

Examination with the X-ray is one of the most 
valuable procedures for diagnosis. Various shadows 
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that are seen must be differentiated by stereoscopic 
views taken with an opaque catheter or opaque 
fluid. In several of the cases reviewed, calcified 
areas in the perirenal and periureteral fat made the 
roentgenogram confusing. 

In about 40 per cent of the cases, the ureteral 
orifice had become sinuous, oval, circular, or irreg- 
ular. In the majority, cystoscopic examination 
showed redness, small haemorrhagic splashes, and 
oedema around the ureteral orifice. In four cases, 
the stone was seen at the orifice and delivered. 

J. Epwin Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Kincaid, H. L.: A Bacteriological Study of the 
Puerperal Bladder. Am. J. Obst. & Gyncec., 1928, 
xvi, 194. 

Kincaid has made a bacteriological study of the 
puerperal bladder in fifty-eight cases. In fifty-one 
cases the patient had not been catheterized previous 
to, or at the time of, labor. In the remaining seven, 
catheterization was done at the time of delivery and 
the first specimen was rejected. 

In the first group of fifty-one cases, a positive 
culture was obtained at the first catheterization in 
four (92.16 per cent) and at subsequent catheteriza- 
tions in 51 per cent of the cases. No symptoms of 
cystitis were noted. 

The organisms recovered were relatively non- 
pathogenic. They included the staphylococcus albus, 
diphtheroids, and the streptococcus lacticus. ‘The 
colon bacillus was rare, being found in only 3.4 per 
cent of the cases. From these findings the author 
draws the conclusion that there is little danger of 
so-called catheter cystitis when the catheterization 
is carefully performed. 

The constant presence of colon bacilli in the urine 
during pregnancy or the puerperium suggests the 
possibility of pathological changes in the urinary 
system, particularly pyelitis. 

In the two cases of cwsarean section in which 
urinary cultures were made the results seemed to 
be the same as in the cases in which delivery was 
effected by the normal route. This was true also 
of the few cases of toxamia associated with preg- 
nancy and labor. FE. L. Cornett, M.D. 


Chute, A. L.: Tumors of the Bladder. Am. J. Surg., 
1928, v, 217. 

In cases with a single small papilloma of the 
bladder, fulguration through a cystoscope is the 
method of choice. In cases of multiple papillomata, 
fulguration may be tried, but in refractory cases 
open operation is advisable. In all cases, periodic 
cystoscopic examination should be made for a con- 
siderable time after fulguration. 

The only curative treatment for a tumor of the 
bladder of any size or of the infiltrative type is open 
surgical removal with a wide margin. 

Chute ascribes local recurrences to malignant tis- 
sue left at operation. Interference with renal func- 
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tion is probably an important factor in the fatal 
outcome. 

Radical treatment cannot be attempted in all 
cases of tumor of the bladder as in many instances 
only palliation is possible. 

Cases in which the bladder has become a solid, 
indurated mass are best left alone provided there is 
no considerable retention. 

Another type of case in which nothing is to be 
gained by operation is that in which the patient 
complains of very severe pain referred to the leg or 
knee. This condition is seen most often in cases 
with a mass in a lateral wall of the bladder, which 
has directly invaded the tissues of the pelvis. 

In most cases of tumor of the bladder too far 
advanced for removal, the operation which com- 
monly gives relief is cystotomy and drainage. 

Patients treated for bladder tumor should be kept 
under observation for a considerable period of time, 
particularly those with growths of the papillomatous 
type, as these tumors show a tendency to recur and 
the recurrence may often be kept in check for a 
long time by fulguration of the superficial growths 
as they appear on the bladder surface. 

Louts Gross, M.D. 


Markoff, N.: The Formation of a Urethra from the 
Bladder Following Its Complete Destruction 
in a Woman (Contribution a l’étude de la restau- 
ration de l’uréthre chez la femme et de sa formation 
avec la vessie en cas de destruction complete). 
Gynéc. et obst., 1928, xviii, 6. 

The case reported was that of a Russian peasant 
woman who was married at sixteen years of age. 
The patient’s first labor was difficult and lasted 
three days. On the fourth day a dead fetus was ex- 
tracted with the forceps. Three days after delivery, 
the patient was catheterized, and on the fourth day 
incontinence of urine began. On her admission to the 
hospital two and a half months later, a bladder 
fistula surrounded by scar tissue was found on the 


anterior wall of the vagina. The entire urethra and 


most of the anterior wall of the vagina had been 
destroyed. The uterus was small, atrophied, and 
displaced backward. It was reduced with difficulty. 
The patient had not menstruated since delivery. 

Operation was performed under novocain spinal 
anesthesia. When the bladder had been entirely 
freed from the surrounding cicatricial tissue, a small 
incision was made directly beneath the clitoris, 
Kocher’s forceps were introduced into it, and an 
opening was made beneath the clitoris and sym- 
physis, considerably higher than the normal opening 
of the urethra. A finger was then introduced into 
the bladder and a protrusion made on its anterior 
wall. Then, by means of a loop of silk attached to 
the protrusion, the wall of the bladder was pulled 
down into the canal that had been formed. This 
canal was incised at the end and sutured to the orifice 
made beneath the clitoris. 

After the operation the external appearance of 
the genitalia was normal. The patient was able to 


retain her urine when walking, standing, or lying 
down, and for periods ranging from four to six hours. 
Her general health is now excellent, and the newly 
formed urethra functions exactly like a normal 
urethra. Auprey G. MorGan, M.D. 


GENITAL ORGANS 


Baker, T.: The Value of Vas Injection in Chronic 
Genital Infections, Based upon a Series of 
Seventy-Five Cases. J. Urol., 1928, xx, 237. 


The author has tried vas injection for sterilization 
or disinfection in seventy-five obstinate cases of dis- 
ease of the seminal vesicles. His technique is that 
used by Thomas, Belfield, and others. He divides 
the cases in groups according to the severity and 
character of the pathological changes. 

He concludes that medication of the seminal] 
vesicles by vas injection will effect a cure in about 
40 per cent of cases of seminal vesicle infection. An 
equal number of cases, however, will require other 
treatment such as prostatic massage, the use of 
sounds, and irrigation. Vas injection should be re- 
served for cases which have resisted other types of 
treatment for several months. In Baker’s opinion, 
the danger of sterility is less when vas puncture is 
done than when vasotomy is performed. 

Eimer Hess, M.D. 


Garvin, C.H.: Chronic Prostatitis. Ohio State M. J., 
1928, xxiv, 618. 

The author states that in cases of urethritis in 
which the discharge persists for longer than four 
weeks in spite of treatment, the prostate and vesicles 
have probably become infected. He calls attention 
to the fact that non-specific infections of the prostate 
are much more common than is generally believed. 
He summarizes the generally accepted methods of 
treatment. 

In conclusion he states that a standard of cure 
which does not include a complete urethroscopic 
examination of the urethra together with micro- 
scopical and cultural examinations of the expressed 
secretion of the prostate and vesicles is incomplete. 

Henry L. SANrorp, M.D. 


Stone, E.: A Comparison of the Results of Various 
Treatments for Acute Gonorrheeal Epididy- 
mitis. J. Urol., 1928, xx, 245. 


The author states that in acute gonorrhceal epi- 
didymitis, expectant treatment alone is insufficient. 
Sodium iodide gives no better results than expectant 
treatment alone. Diathermy may obviate incapac- 
ity in some cases, but does not have much effect on 
the pain and gives the poorest results as regards 
involution. Calcium chloride and gonolin were not 
studied sufficiently long to warrant an opinion re- 
garding their influence on involution. While Stone 
has discontinued the use of gonolin, he recommends 
a further trial of calcium chloride. 

Epididymotomy gives immediate relief of pain in 
a large number of cases and earlier relief than any 
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other form of treatment in the majority of cases. 
As compared with expectant treatment, it shortens 
the period of incapacity by 50 per cent. In over 
80 per cent of the cases it shortens the time of 
involution more effectively than any other type of 
treatment except possibly aolan therapy. It is fol- 
lowed by recurrence less frequently than any other 
form of therapy except mercurochrome treatment. 
Next to epididymotomy, aolan is most effective 
in relieving pain and shortening the period of hos- 
pitalization and the involution time. 
Mercurochrome stands next to aolan in the relief 
of pain, but while it shortens the period of involution 
somewhat as compared with expectant treatment, 
it does not materially reduce the period of confine- 
ment in the hospital. GitBert J. Toomas, M.D. 


Scholl, A. J.: Primary Adenocarcinoma of the 
Epididymis. J. Am. M. Ass., 1928, xci, 560. 


Scholl states that primary solid tumors of the 
epididymis are rare. Among those of malignant 
type, carcinoma is particularly infrequent. 

The case reported in this article was that of a man 
twenty-two years of age who sought treatment for 
pain in the right inguinal region and a swelling of the 
right testis. Fourteen months previously the right 
testis had been severely injured, and three months 
later a dull pain began in the region of the right 
inguinal ring. Nine months later, the right side of 
the scrotum began to swell. At the time of the pa- 
tient’s admission to the hospital, the scrotum was 
twice its normal size and its contents were very 
sensitive and constantly painful. There was no 
evidence of previous urethral infection and no 
history of fever or scrotal inflammation. 

At examination, the right half of the scrotum was 
found distended and fluctuant, and transmitted 
light. The testis was in the center of the fluid. 
Tapping drew off 60 c. cm. of clear straw-colored 
fluid. The testis was then felt to be smooth, rounded, 
and slightly enlarged. The epididymis was markedly 
enlarged, nodular, and irregular. A diagnosis of 
acute, extensive tuberculous epididymitis was made. 
X-ray examination of the chest was negative for 
tumor and for tuberculosis. 

Operation was done under regional anesthesia. 
The testis was found to be normal, but the epididymis 
was nodular and red. As microscopic examination 
revealed malignancy, the testis with its coverings and 
the cord were removed. Uneventful recovery fol- 
lowed. 

Three months later a mass 2 cm. in diameter was 
found below the lower angle of the incision and at a 
second operation the stump of the cord was excised 
at the internal ring and the cord, tumor mass, and 
all surrounding tissues, including the inguinal glands 
and subcutaneous tissue, were removed. No en- 
larged inguinal glands were found. After the 
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operation, X-ray therapy was given over the lower 
portion of the abdomen and the area of recur- 
rence. 

Four months later, the patient became dyspnocic 
and cyanotic and 4 liters of blood-stained fluid were 
removed from the right side of the chest. Subse- 
quently, a roentgenogram revealed a mass about 6 
cm. in diameter in the region of the hilum of the 
lung. One week later a second tapping drew off 2 
liters of fluid. Thereafter the chest was tapped 
about once every ten days, 2 to 3 liters being re- 
moved at each tapping. The fluid contained numer- 
ous apparently malignant cells. The patient is still 
under observation. 

Histologically, the epididymal growth and the 
mass removed at the second operation were similar. 
Sections showed a moderately cellular fibrous stroma 
surrounding large numbers of irregular or elongated 
spaces completely filled with atypical epithelial cells 
with a distinctly adenocarcinomatous arrangement. 
The diagnosis was adenocarcinoma of the epididymis. 

The negative X-ray examination of the chest 
made at the time of the first operation precluded the 
possibility of an extensive primary focus in the lung 
and the time of appearance and the type of the 
symptoms indicate that the condition was primary 
in the scrotum. The tumor might possibly have 
arisen from a testicular rest in the epididymis, but 
the extensive adenomatous type of the growth is 
very different from that characteristic of testicular 
tumors. Lours Neuwett, M.D. 


MISCELLANEOUS 


McKhann, C. F.: Pyuria in Children: The Use of 
the Cystogram. Am. J. Dis. Child., 1928, xxxvi, 
315. 

The purpose of this article is to stress the impor- 
tance of the cystogram in the investigation of chronic 
pyuria in children. In the author’s opinion, a cysto- 
scopic examination should be made only after all 
clinical, laboratory, and X-ray studies have failed 
to reveal the source of the pus and the child has 
been under observation for about six morths. 

Cystography is of great aid in the demonstration 
of certain types of obstruction, ureteral reflux, and . 
irregularity of contour of the bladder. In a normal 
child the cystogram shows the outline of a well-filled 
bladder with no irregularity of contour and no pas- 
sage of the opaque fluid into either of the ureters. 
In 20 per cent of children with pyuria of long stand- 
ing it shows a reflux. When one ureter is filled, the 
infection is said to be most marked on the side of 
that ureter. 

Cystography can be done quickly and easily with- 
out anesthesia and without the danger of shock. 
The author cites several cases. 

Maurice Mettzer, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Cooperman, M. B.: Gonorrheeal Arthritis. Am. J. 
Surg., 1928, Vv, 241. 

Cooperman reviews 44 cases of gonorrhoeal arthri- 
tis in young children and 26 cases in adults. 

The infants were five or six weeks of age and their 
joint complications were of three or four weeks’ 
duration. In this group of patients, 136 joints were 
infected and practically all were suppurating. No 
deaths occurred, and complete recovery of -joint 
function was obtained in 75 per cent of the cases. 
Vaccines were tried at first, but were discontinued 
because no benefit was noted following their use. The 
joints were treated by the application of casts, 
repeated aspirations, arthrotomy, and physiotherapy. 
Six of the infants were discharged after three months, 
and 15 after five months, with normal function. 
Twelve were treated for eighteen months, and 11 are 
still under treatment after three years. 

In the 26 adults the monarticular infections were 
the most resistant. In cases treated surgically 
during the acute stage there was only slight im- 
pairment of function. In the acute stage the best 
methods of treatment are aspirations and arthroto- 
mies to relieve the intra-articular tension combined 
with temporary fixation in casts. : 

During the subsiding stage of the disease, physio- 
therapy is indicated. Joints showing advanced 
pathological changes are best treated with appliances 
to prevent the development of deformities. 

Etven J. BERKHEISER, M.D. 


Meyer, A. W.: Spontaneous Dislocation and De- 
struction of the Tendon of the Long Head of 
the Biceps Brachii: Fifty-Nine Instances. 
Arch. Surg., 1928, xvii, 493. 

The author states that when the tendon of the 
long head of the biceps brachii is dislocated it prob- 
ably undergoes considerable wear, but even when it 
remains in its normal position and in an otherwise 
normal shoulder joint it may be subjected to wear. 
He believes that prominence of the supraglenoid 
tubercle is not a reliable indication of congenital 
absence of the tendon as the tendon frequently 
merges so completely with the ligamentous glenoidal 
lip as to be indistinguishable and inseparable from it. 

Partial or complete destruction of the articular 
portion of the tendon is relatively uncommon, but 
the author has collected thirty-nine cases of disloca- 
tion and twenty of complete absence of the articular 
portion. In all of the cases of absence of the articu- 
lar portion, the tendon had obtained a secondary 
attachment to the floor or sides of the sulcus or to 
the humeral diaphysis distal to the lesser tuberosity. 


Meyer is of the opinion that some cases in which 
the divided tendon obtained a secondary attach- 
ment to the diaphysis distal to the lesser tuberosity 
it may have been dislocated and have played on the 
tuberosity before it was divided. He believes this 
may be true also of cases in which the tendon is 
attached to the floor of the sulcus in the region of 
the lesser tuberosity as it is not necessary for the 
tendon to be exposed to considerable wear from con- 
tact with the relatively rough face of the lesser tu- 
berosity to be weakened by wear. 

The greater frequency of absence of the intra- 
articular portion of the tendon on the right side may 
be due to right-handedness, and the somewhat 
greater frequency of dislocation on the left side may 
be due to the fact that greater tension is put on the 
tendon and the capsular attachment on the left 
side in occupations requiring shovelling and pitching 
with a fork, in which the left hand acts as a fulcrum 
and the left humerus passes into marked lateral 
rotation and abduction at every movement. 

A study of the anatomy of the humeroscapular 
articulation shows that normal conditions of the 
humeroscapular articulation favor dislocation of the 
long head because, until the arm is somewhat ab- 
ducted, the tendon curves forward, encircling the 
slippery and sloping rounded surface of the upper 
anterior portion of the head of the humerus. The 
nature of the anterior wall of the sulcus—especially 
the presence or absence of the bony ridge termed 
by the author the “‘supratubercular ridge’”—is an 
important factor in dislocation. When the arm is 
slightly rotated laterally, the undersurface of the 
tendon lies fully on the floor of the sulcus, but as 
lateral rotation is increased, its anterior margin is 
forced against the anterior wall of the sulcus, espe- 
cially the part formed by the lesser tuberosity and 
the capsular attachment proximal to it. 

Antuony F. Sava, M.D. 


Gunther, L.: The Radicular Syndrome in Hyper- 
trophic Osteo-Arthritis of the Spine. Cali- 
fornia & West. Med., 1928, xxix, 152. 


The radicular syndrome is very frequent in osteo- 
arthritis of the spine. It is described by Dejerine as 
an acute inflammation of the spinal roots with altera- 
tions in sensation or muscle function which show by 
their distribution that the primary disease process is 
in the spinal root. In the cases reviewed by the 
author, tests with a cotton-tuft, pin point, heat, 
cold, or pinching demonstrated that the sensory 
changes were usually bilateral. The most common 
findings were hyperesthesia, hypesthesia, or 
thesia to the cotton tuft and changes in thermal 
sensation. The disturbances ranged from a small area 
of hyperesthesia to a dulled sensorium to light 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


touch over most of the body and varied with the 
duration of the disease. 

The cardinal symptoms are pain, aching, and 
soreness induced or aggravated by movement of the 
spinal vertebra and associated most commonly with 
sneezing, straining at stool, and coughing (Dejer- 
ine’s sign) and the subject’s usual routine activity. 

The localization of the symptoms depends upon 
the region of the spine that is involved. Involvement 
of the second and third cervical vertebre produces 
headache, soreness, and burning at the occiput radi- 
ating to the vertex or the temples. 

Involvement of the fourth to the seventh cervical 
vertebrz causes pain in the shoulders or aching and 
stiffness on the outer side of the neck and up and 
down the back of the neck, and pain radiating down 
the outer side of the arms. 

When the second to the fifth dorsal vertebra are 
affected, there is pain over the precordium radiating 
in an anginoid manner toward the shoulders and 
armpits and down the inner side of the arm, often to 
the little fingers. These symptoms are frequently 
attributed to heart disease. 

Involvement of the sixth to the ninth dorsal 
vertebra causes pain, burning, tingling, heaviness, 
stabbing, and “gas” in the epigastrium which 
suggest a digestive disorder. 

The symptoms of involvement of the tenth to 
the twelfth dorsal vertebre are usually attributed 
to appendicitis or, in women, to involvement of 
the uterine adnexa. 

Involvement of the upper lumbar vertebrae 
causes pain and a burning sensation beginning over 
the upper part of the thigh or behind the iliac crest 
or at the sides of the thigh and radiating into the 
area over the inguinal ligament or downward across 
the front of the knee. 

In cases with involvement below the third lumbar 
vertebra there is pain over the sacrum which radiates 
down the anatomical distribution of the first and 
second spinal roots. Rupotpu S. Reicu, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Wallace, J. O.: The Diagnosis and Treatment of 
Surgical Tuberculosis in Early Childhood. 
Allantic M. J., 1928, xxxi, 927. 


In the diagnosis of surgical tuberculosis in early 
childhood a carefully taken history is of importance. 
Pain is a variable symptom, but of decided signif- 
icance. Reflex muscular spasm is usually present 
and involves the muscles adjacent to the affected 
joint. 

Laboratory measures of aid in the diagnosis are: 
(1) examination of aspirated fluid by microscope, 
culture, and animal inoculation; (2) skin tests; (3) 
biopsy test (the author condemns biopsy tests of 
joints which have not broken down); (4) ablood 
count; and (5) the Wassermann test. 

The roentgenogram is of great assistance. The 
characteristic roentgen findings are the absorption of 
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lime salts, bone atrophy, erosion, distention of the 
joint, and, in old cases, bone proliferation 

In the differential diagnosis, transient arthritis, 
rheumatism, arthritis deformans juvenilis, acute 
epiphysitis, and syphilis must be ruled out. 

Essentials in the treatment are proper fixation, 
good food, open air, and correct posture. For the 
treatment of spinal tuberculosis, Wallace has devised 
a frame with a hinge arrangement which produces 
hyperextension at the site of the disease. He 
emphasizes the value of heliotherapy, and states that 
in bone or joint tuberculosis in children surgical in- 
terference is rarely advisable. 

S. Retcu, M.D. 


Brown, C. J. O.: The Diagnosis and End-Results of 
Tuberculosis of the Hip Joint. Med. J. Aus- 
tralia, 1928, ii, 196. 

Of the seventy-one cases of tuberculosis of the hip 
reviewed by the author, twelve were doubtful cases 
in which the condition was monarticular and 
chronic. In eight of the latter the hip is now func- 
tionally normal, and in three there is only slight 
limitation of movement. A good functional result 
was obtained also in sixteen cases of undoubted 
tuberculosis, in fourteen of which the joint is 
ankylosed. In nine cases the result is unsatisfactory 
because of healing with gross bony destruction of 
bone, subluxation, and deformity. Thirteen patients 
died of meningitis and generalized tuberculosis and 
twenty-one are still under treatment. Of the latter, 
thirteen have been treated for four years and show 
destruction of the head of femur and acetabulum; 
seven show improvement in the condition of the hip; 
and six have amyloid disease. 

In hip disease without X-ray evidence of bone 
destruction the condition may or may not be tuber- 
culous and complete recovery is likely to occur. In 
cases with destruction of the articular surfaces, an- 
kylosis with from 30 to 35 degrees of flexion gives 
the best result. ELven J. Berkueiser, M.D. 


Taylor, J.: The Treatment of Tuberculous Disease 
of the Hip. Glasgow M. J., 1928, cx, 129. 


The author reviews a group of cases of tuberculous 
disease of the hip observed over a period of eight 
years in which the treatment was similar to that 
carried out at Berck-sur-Mer. The measures 
employed included carefully graduated irradiation 
by both natural and artificial sunlight and partial 
immobilization of the hip joint. In cases admitted 
with deformity a special extension apparatus was 
applied for gradual correction. In cases with disloca- 
tion or fixation of the head, forcible manipulation 
was resorted to and fixation applied. Although this 
method is held in disfavor by most authorities, 
Taylor considers it safe. When complete osseous 
ankylosis had resulted, correction was obtained by 
osteotomy. 

The results tabulated by the author show an 
increased number of movable joints and a decreased 
amount of shortening. S. Reicu, M.D. 


158 INTERNATIONAL ABSTRACT OF SURGERY 


FRACTURES AND DISLOCATIONS 


Taylor, R. T.: Fracture Dislocation of the Shoul- 
der: The Relation of Soft Parts to Restoration; 
A New Method of Treatment. Arch. Surg., 
1928, xvii, 475. 

The author reports a case of fracture dislocation of 
the proximal end of the humerus in which the frac- 
ture extended through the surgical neck and the 
muscle spasm of the supraspinati and infraspinati 
rotated the proximal fragment or humeral head 
through an arc of 180 degrees so that its fractured 
surface was directed upward. 

After unsuccessful attempts at reduction under 
anesthesia, the patient was put up in a Balkan 
frame flat on his back. The spring and mattress were 
made additionally firm by cross-slats. Projecting 
from under the mattress beyond the left side of the 
bed for about 2 or 3 ft. was a board 5 ft. long and 4 in. 
wide. To the upper surface of this board at its outer 
end a similar piece of board 4 by 4 in. was nailed at 
right angles and at its center was surmounted by a 
vertical pulley. By means of this rough board, 
which was held by the mattress and the patient’s 
weight in any position in which it was placed by the 
surgeon, horizontal traction over the pulley was 
made at any desired angle of abduction by means 
of adhesive straps and a spreader attached to the 
upper arm. The forearm with adhesive straps ap- 
plied from elbow to hand and the upper arm sup- 
ported with a sling with a spreader were suspended 
from the overhead bars of the Balkan frame with 
appropriate pulleys and counterbalance weights. 
About 5 lb. each were used as counterpoises for sus- 
pension of the forearm and arm, and in abduction 
at the side of the bed from 10 to 15 lb. were used as 
the case progressed. 

After reduction by means of this apparatus, a cast 
was applied from the hand to below the crests of the 
ilia. 

About ten weeks after injury the patient was able 
to return to his work. Antony F. Sava, M.D.. 


Holderman, H. H.: Fracture and Dislocation of 
the Sternum. Ann. Surg., 1928, 1xxxviii, 252. 


The author states that fractures and dislocations 
of the sternum are rare. They occur most frequently 
in mining communities. The most common causes 
are direct blows on the chest, compression and crush- 
ing of the chest, hyperflexion of the spine asso- 
ciated with fractures of the vertebral column, falls, 
and the falling of a heavy weight on the chest. In 
some cases, however, the condition is the result of 
indirect violence and muscular action. 

The most common type of sternal fracture is a 
transverse break at the juncture of the manubrium 
and gladiolus. In the great majority of cases the 
displacement is such that the lower fragment lies 
partially in front of the upper one, sometimes over- 
riding it. The fracture is usually simple. 

The prognosis is good in uncomplicated cases, but 
decidedly poor in those with complications. In the 


uncomplicated cases, repair with the formation of a 
bony callus usually takes place in from four to eight 
weeks. 

Operative treatment is frequently justifiable, but 
in most instances the reduction can be accomplished 
by manipulation and maintained by an adhesive 
plaster swathe. Hyperextension of the spine with 
the shoulders held back may be necessary. Scudder 
states that the patient should remain in bed for 
three weeks and should wear a Taylor back brace 
for two months. 

Holderman reports three cases. 

Ropert C. LONERGAN, M.D. 


Dickson, F. D.: Fractures of the Ankle. J. Am. M. 

Ass., 1928, xci, 845. 

Direct violence plays a very unimportant réle in 
fractures of the ankle. The types of indirect violence 
causing such fractures are: (1) external rotation, 
causing torsion, fracture of the fibula, and occasion- 
ally rupture of the internal lateral ligament; (2) ab- 
duction, causing rotation of the astragalus resulting 
in rupture of the internal lateral ligament and 
fracture of the fibula; (3) adduction, which tears off 
the external malleolus and causes fracture of the 
fibula and occasionally a fracture of the internal 
malleolus by rotation of the astragalus; and (4) an 
upward compressive thrust on the tibial mortise, 
causing separation of a triangular fragment from the 
posterior surface of the tibia, lateral and backward 
displacement of the astragalus, and fracture of the 
fibula. 

Fractures of the ankle may be classified as fol- 
lows: 

A. Fracture of the malleoli: 

1. Isolated: (a) fibula, (b) internal malleolus. 

2. Combined: (a) low bimalleolar without dis- 
placement of astragalus. 

B. Fractures of the weight-bearing surfaces of 
the tibia: 

1. Isolated: (a) posterior marginal fractures, 
(b) anterior marginal fractures. 

2. Combined: anterior or posterior marginal 
fractures associated with fractures of the 
malleoli. 

The diagnosis of fracture of the ankle is based on 
a history of injury; a localized point of tenderness 
over the regions affected; effusion and outward dis- 
placement of the foot, the degree depending upon 
the amount of displacement of the astragalus; in- 
creased lateral mobility; and positive roentgeno- 
graphic findings. 

Reduction should be effected as soon as possible 
under complete anesthesia and the foot immobilized 
in a plaster cast in marked inversion. Rarely, fixa- 
tion in the normal position is demanded. Follow- 
ing the reduction, other roentgenograms should be 
made. 

The author uses a bivalved cast. At the end of the 
second week the anterior half of the cast is removed 
and light massage and toe movements are begun. 

S. Rercu, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Theis, F. V.: Ligation of the Artery and Concomi- 
tant Vein in Operations on the Large Blood 
Vessels. Arch. Surg., 1928, xvii, 244. 

Ligation of the artery and the concomitant vein in 
traumatic surgery is recognized to be of great clinical 
value. 

Roentgen-ray examination soon after operation 
shows that the development of the vascular bed is 
most marked when the vein is simultaneously oc- 
cluded. This immediate benefit may be the decid- 
ing factor in maintaining the vitality of the limb. 

In cases of gradual occlusion of the arterial tree it 
was found that the collateral vessels had had an op- 
portunity to develop and that the final vascular bed 
was greater when the vein was patent. 

E. SHACKLETON, M.D. 


Morton, J. J., and Pearse, H. E., Jr.: The Tem- 
perature Effect of Popliteal Vein Ligation in 
Thrombo-Angiitis Obliterans and Arterioscle- 
rosis. Ann. Surg., 1928, |xxxvili, 233. 


In recent years it has been well established by 
both clinical and experimental evidence that liga- 
tion of a large artery should be accompanied by 
ligation of its companion vein. This procedure de- 
creases the incidence of gangrene and is followed 
by improved functional ability and an increase in 
the residual arterial pressure, the venous pressure, 
the minute volume flow from the end of the divided 
artery, and the peripheral arterial circulatory bed. 

It was reasoned by the authors that if gangrene 
from arterial ligation can be prevented by occlusion 
of the vein, impending gangrene from arterial dis- 
ease might be prevented in the same way. 

Ligation of the popliteal vein was therefore done 
in cases of arteriosclerosis and thrombo-angiitis. 
The surface or skin temperature was determined by 
means of an aneroid thermometer and the deep 
temperature by means of a thermocouple galvanom- 
eter. The determinations were made at the time of 
operation, every few minutes for an hour or more 
after the operation, and thereafter at intervals up 
to as long as four weeks after the operation. 

In five of seven cases, a definite increase (from a 
fraction of 1 degree to 3 degrees) in temperature 
was noted after the ligation. The increase was espe- 
cially marked when the artery was not entirely 
occluded and was felt to be pulsating. The cause 
and significance of this phenomenon is not clear. 
The effect of the operation on the pain, oedema and 
color, the growth of the nails, and fatigue was favor- 
able. The temperature changes in the limb were 
associated with other signs of functional ability of 
the circulation. 


The authors suggest that the temperature increase 
after the ligation may be due to a disturbance of 
the vasomotor mechanism of the blood vessels or to 
the shunting of the blood through superficial vessels. 

Morris A. Stocum, M.D. 


De Massary, E., and Flandrin, P.: Rupture of an 
Aneurism of the Abdominal Aorta into the Duo- 
denum (Anéurisme de l’aorte abdominale fissuré 
dans le duodenum). Bull. et mém. Soc. méd. d. hép. 
de Par., 1928, xliv, 1205. 

The authors report a case of aneurism of the 
abdominal aorta which evolved without symptoms 
until it ruptured into the intestine. 

The patient, a man of fifty-three years who had 
been a bicycle racer, entered the hospital because of 
a sudden hemorrhage from the mouth and anus. 

He had had no gastric disturbances, but had 
suffered from attacks of sciatica for several months 
and three years previously had been under treat- 
ment for gumma of the testicle. The syphilis, which 
was contracted twenty years before, had been in- 
differently treated. 

Examination revealed a large pulsating tumor of 
the abdomen, over which a thrill and systolic bruit 
were noted. The systolic blood pressures of the legs 
taken at the ankle showed a difference of 40 mm. 

For five days there were no further hemorrhages 
and the patient’s condition improved. Then a small 
amount of blood was passed by bowel, and on the 
sixth day the hamatemesis recurred. 

During the evening of the seventh day the patient 
suffered violent pain in the abdomen and presented 
all the signs of acute anemia. He died the following 
morning. 

At autopsy, the small bowel was found filled with 
blood. Behind the peritoneum and over the lower 
lumbar vertebra there was a rounded tumor, a dila- 
tation of the terminal portion of the aorta which had 
eroded deeply the bodies of the vertebra. Higher up, 
the walls of the aorta became indistinguishable and 
the region just above the renal arteries was occupied 
by an enormous clot. In this portion of the aneurism 
the communication with the duodenum was found. 

Apert F. Dre Groat, M.D. 


BLOOD; TRANSFUSION 


Mayneord, W. V., and Piney, A.: Some Effects of 
X-Radiation on Blood. Brit. J. Radiol., 1928, 
1, 

This report is based on experiments performed on 
rabbits. The ventral surface of the animals was 
exposed to rays of rather low wave length—o.375-A°. 
The factors were: 90 kv.; 2.9 ma.; a distance of 
24.5 cm., and practically no filter. With these fac- 
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tors, the full skin-tolerance dose was 540 R and was 
delivered in twenty-eight and three-tenths minutes. 
When large doses were given, the effect uniformly 
seen was a persistent lymphocytopenia. This effect 
was immediate. In one case the leucocytes were 
reduced to 600 cells during the administration of the 
dose (seven hours). This marked fall was soon fol- 
lowed by an increase in the neutrophiles. The in- 
crease persisted, but before the death of the animal 
the neutrophiles were exceeded by the monocytes. 
No changes were noted in the number of red cells. 
Smaller doses (500 R) were tried in two ways—in 
divided doses administered over a period of twenty- 
three days and in a single dose. Both methods 
caused a preliminary drop in the number of lympho- 
cytes and a secondary increase in the number of 
neutrophiles. Divided doses caused a more intense 
and prolonged disturbance but no monocytosis. The 
single dose caused a moderate monocytosis lasting 
several days. Cuarves H. Heacock, M.D, 


Pacha, K. R.: Evidence That There Is a Hama- 
topoietic Hormone in the Blood of Anzmic 
Children. (La vérification de Vhormone hémato- 
poiétique dans le sang des enfants anémiés acci- 
dentellement). Presse méd., 1928, xxxvi, 950. 


It has been shown experimentally that a hama™ 
topoietic hormone develops in the blood of laboratory 


animals after anemia has been brought about arti- 
ficially. The author reports several clinical cases 
which demonstrate that there is such a hormone in 
the blood of children who are recovering from anaemia. 
One case was that of a ten-year-old girl with anaemia 
from ankylostomiasis and another that of a ten-year- 
old boy with anemia evidently due to tuberculosis 
of the glands of the neck. In the former, the eryth- 
rocyte count was 1,500,000, and in the latter, it 
waS 1,200,000. 

Both patients were given hygienic and dietetic 
treatment and extract of sheep’s spleen. In addition, 
the girl was given treatment for the ankylostomiasis. 
Before the disappearance of the ova from the stools, 
the girl’s erythrocytes increased to 4,200,000, and 
after the disappearance of the ova they increased to 
more than 6,000,000. This showed that the blood 
was rich in hematopoietic hormone. In the case of 
the boy, the erythrocytes had increased to only 
2,800,000 after fifty days of treatment, a fact attrib- 
uted by the author to inhibition of hematopoiesis 
by bacterial toxins. The boy was therefore given in- 
jections of from o.5 to 1 c.cm. of the serum of the 
girl’s blood which was evidently rich in hamato- 
poietic hormone. After three injections, the number 
of erythrocytes had increased to 3,800,000, at the 
end of a month it was 4,600,000, and at the end of 
two months it was 6,500,000. 

Auprey G. Morcan, M.D. 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Doughty, J. F.: Rattlesnake Bite. California & West. 
Med., 1928, xxix, 237. 

Rattlesnakes are found in many parts of the 
United States and the hazard of rattlesnake bite is 
increasing because of the increase in outdoor recrea- 
tions. The author reports two fatal cases of rattle- 
snake bite and reviews nineteen cases collected from 
the literature. The physiological actions of the 
venom are classified and the mechanism of the bite 
is briefly described. 

Prevention of rattlesnake bite is possible to a 
great extent by the wearing of leather puttees. The 
non-specific methods of treatment discussed are 
methods which attempt to withdraw the poison from 
the part, ligation, and efforts to destroy the poison 
in situ by chemicals. 

Specific treatment by snake antivenom depends 
for its effectiveness upon the specificity of the anti- 
venom for the species, its early administration, and 
adequate dosage. 

The author’s conclusions are as follows: 

1. Local treatment is inefficient, but ligation is a 
valuable first-aid measure. 

2. Up to the present time, the mortality has de- 
pended largely upon the amount of venom injected. 

3. There is a specific antivenom. 

In the discussion, the mortality in sixty-seven 
cases reported in Texas, in which antivenom was 
not used, is given as 34.3 per cent. In eighty-three 
cases treated with antivenom, it was 6 per cent. 


Rice, T. B., and Harvey, V. K.: The Therapeutic 
Use of Bacteriophage in Suppurative Condi- 
tions. J. Lab. & Clin. Med., 1928, xiv, 1. 


Rice and Harvey used bacteriophage filtrates in 
the treatment of fifty cases of infection due to 
staphylococcus aureus, staphylococcus albus, bacil- 
lus coli, and bacillus pyocyaneus. Most of the 
strains of bacteriophage were isolated from mixed 
sewage and then “trained” to activity by being 
grown with the particular organism against which 
lytic activity was desired so that there was active, 
though not necessarily complete, lysis of the auto- 
genous culture im vitro. The best results were ob- 
served when the best lysis was obtained. 

As a rule, the bacteriophage filtrate was applied 
directly to the lesion as a wet dressing or as an 
instillation into a sinus, an abscess cavity, or the 
urinary bladder. In two cases the material was 
injected into an unopened abscess. 

The authors attribute their good results to: (1) 
direct destruction of the offending organism by the 
bacteriophage, (2) an antivirus action, (3) a bacteria 


antigen content, or (4) a combination of these prop- 

erties. The conditions treated were boils, carbuncles, 

abscesses, ulcers, bed sores, and urinary infections. 
Ricuarp F, Hernvon, M.D. 


Handley, W. S.: The Treatment of Gangrene. 
Brit. M. J., 1928, ii, 593. 

The vasomotor surgery of gangrene is reviewed 
from the historical standpoint. Leriche is cited as 
having reported successful results from sympathec- 
tomy in causalgia after war wounds, certain painful 
crises preceding gangrene caused by obliterative 
endarteritis, Raynaud’s disease, certain cases of pain- 
ful stump, muscular spasm secondary to war wounds, 
trophaedema, and trophic ulcers. 

The vasodilating effect of periarterial sympathec- 
tomy is transitory, disappearing in from three to four 
weeks. Leriche does not recommend his operation 
for senile gangrene that has already developed. 

The author prefers alcohol injection to Leriche’s 
operation. He claims that by means of it he has been 
able, in certain cases, to avert threatened gangrene 
or to arrest the spread of senile gangrene. 

The effect of alcohol injection is immediate vaso- 
dilation which lasts for a year or more. The main 
criticism of the alcohol injection is that it is impos- 
sible to predict in which cases the method will be 
beneficial. Anatomical variations also present diffi- 
culties. 

Vasomotor surgery can be applied before gan- 
grene has set in. J. Frank Dovucury, M.D. 


ANZSTHESIA 


Donovan, R., Beretervide, J. J., and Rechniewski, 
C.: Meningomyelitis in a Heredosyphilitic Pa- 
tient Following Spinal Anesthesia (Meningo- 
mielitis en un heredo-especffico consecutiva a una 
raquianestesia). Rev. Soc. de med. interna y Soc. de 
lisiol., 1928, iv, 67. 

Unfavorable after-effects of spinal anaesthesia con- 
sist usually of headache, vomiting, backache, and 
rigidity of the neck. Aseptic meningitis with hamor- 
rhage and purulent meningitis are very rare. A pre- 
existing or latent meningeal affection, such as tuber- 
culous meningitis, may be lighted up as a result of 
spinal anesthesia. 

In the authors’ case of syphilitic meningomyelitis 
developing after spinal anasthesia, there had been no 
symptoms of lues whatever before the intraspinal 
injection. After the injection, paraplegia developed 
below the point of injection with clinical symptoms 
of meningomyelitis and all the biological reactions of 
syphilitic meningitis. Considerable improvement 
followed the administration of antiluetic treatment, 
although the serological reactions remained positive. 

WitraM R. MEEKER, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Slye, M.: The Relation of Heredity to Cancer. 
J.Cancer Research, 1928, xii, 83. 

Slye states that Little’s hypothesis that the genetic 
factor in cancer is a heterozygous dominant is pure 
assumption and has been shown to be impossible. 
The genetic factor has been demonstrated to be a 
mendelian recessive. ‘To support this theory, numer- 
ous charts showing a hereditary study of mated can- 
cerous and non-cancerous mice strains are pre- 
sented and analyzed. NatHan N. Croun, M.D. 


Sugiura, K.: Studies upon a New Transplantable 
Rat Tumor. J. Cancer Research, i928, xii, 143. 


The author’s findings with regard to a new trans- 
plantable rat sarcoma are summarized as follows: 
«1. A relationship existed between tumor growth 
and the age of the host. The ages of the animals 
greatly influenced the results of transplantation. 

2. Suckling and very young rats proved to be the 
most favorable hosts for the continued growth of the 
sarcoma. In the suckling rats, the incidence of tumor 
regression in the positive transplants was 9.3 per 
cent, whereas in the middle-aged and old rats it was 
87.5 per cent. However, the percentage of takes and 
their rate of growth were the same whether the hosts 
were very young or old. 

3. The essential difference between the histolog- 
ical structure of the transplanted tumors (after suc- 
cessive generations) and the original tumor was an 
increase in the size and number of the sarcoma cells. 

4. Rats immune to one type of tumor may or 
may not be immune to another kind. 

5. The transplantability of the rat sarcoma is 
completely destroyed by immersion in a Locke- 
Ringer solution or a buffer mixture solution with a 
hydrogen-ion concentration of 2, 3, or 4 for twenty- 
four hours at a temperature of 3 degrees C. 

6. The growth capacity of the sarcoma was de- 
stroyed when the tumor was heated for thirty 
minutes at a temperature of 45 degrees C., but the 
tumor cells were still viable after an exposure of 
twenty minutes to a temperature of 45 degrees C. 

7. The viability of the fresh sarcoma was com- 
pletely destroyed by dehydration. 

8. The tumor-producing substance of the rat 
sarcoma is not filterable. JoserH K. Narat, M.D. 


Reinhard, Buchwald, and Tucker: Some Further 
Experiences with the Production of Colloidal 
Lead or Salts of Lead. J. Cancer Research, 1928, 
xii, 160. 


The Bredig method of arcing between lead elec- 
trodes in an aqueous solution of gelatine and cal- 


-_ chloride yields a colloidal solution of metallic 
ead. 

By substituting various other chlorides such as 
those of iron, sodium, and potassium, the authors 
were able to produce more concentrated solutions. 
The best solution with respect to concentration and 
stability was obtained by the use of potassium 
chloride. This solution was employed for most of 
the work. 

The methods of preparing colloidal solutions of 
lead and salts of lead are described. Determinations 
were made of the influence of acidity and the amount 
of protectant on the resulting concentration of lead. 

Josern K. Narat, M.D. 


Guyer, M. F., and Daniels, F.: Cancer Irradiation 
with Cathode Rays. J. Cancer Research, 1928, xii, 
166. 


The cathode rays correspond to beta rays from 
radium but are available in much larger quantities. 
In general they are slower in velocity than the beta 
rays and freer from the penetrating X-rays or gamma 
rays. 

From experiments it is evident that in certain 
tumors which are not too far advanced the cathode 
rays have a specific detrimental effect on the neo- 
plastic tissue. The beneficial effects of the rays are 
generally limited to the earlier treatments. Succes- 
sive rayings after the initial improvement seem to be 
more injurious than beneficial. A single long expo- 
sure appears to yield the best results. The penetra- 
tion of the effective rays into living cancers as shown 
by transplantation of tumor fragments taken at dif- 
ferent depths was at the most 0.5 cm. 

The cathode rays injure skin tissue when they are 
applied directly to it but apparently do not produce 
malignant growth. 

The treatment of one tumor does not affect an- 
other tumor in the same animal, the action of the 
cathode rays being direct ratherthan systemic. 

Joseru K. Narat, M.D. 


Eggers, H. E.: The Increased Mortality Rate of 
Cancer. J. Cancer Research, 1928, xii, 9. 


The reported mortality rate of malignant disease 
increased from 63.0 per 100,000 in 1900 to 91.9 per 
100,000 in 1924. The usual interpretation of this 
increase is that many more people have survived to 
an age at which they become susceptible to cancer, 
but two other factors are generally added, both of 
which are impossible to evaluate exactly, namely, in- 
creased diagnostic accuracy on the part of the medi- 
cal profession and the more regular procurement of 
medical attention for the aged. Willcox thought 
that the increased rate was due almost wholly to 
increased diagnostic accuracy, but later statistical 
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studies suggest that age is a factor of primary im- 
portance. 

To determine the part played by age in the mor- 
tality rate from cancer, Eggers compared the trend 
of the cancer mortality rate with the trend of the 
mortality from conditions designated as ‘‘degenera- 


- tive diseases” which ordinarily take their toll from 


the same age group as cancer. 

When the mortality curves were plotted for age 
periods, the curves for cancer mortality and degener- 
ative diseases entirely paralleled each other in a 
straight rising curve up to 1918, the year of the in- 
fluenza epidemic. Then, after a slight drop, the 
cancer death rate resumed its normal course, whereas 
the death rate from degenerative diseases dropped 
much further-in 1918 and in 1923 was still fluctuat- 
ing and had not yet reached its normal course. 

The drop in the mortality from cerebral hemor- 
rhage and apoplexy was of short duration. The drop 
in the death rate from organic heart disease was 
somewhat longer. In cases of chronic nephritis the 
mortality still showed a reduction in 1924. The 
findings therefore indicate that the death rate from 
cancer and the combined death rate from the other 
usual diseases of advanced age with the exception of 
chronic nephritis show an almost strictly proportion- 
ate rate of increase for the twenty-five-year period 
studied. 

The author believes that if some of the increase 
in the cancer mortality were due to increased accu- 
racy in diagnosis there would have been an increase 
in the mortality of cancer over that of other diseases 
of similar age distribution since cancer would prob- 
ably be more frequently missed than erroneously 
diagnosed as being present. There was no indication 
of such an increase during the twenty-five years of 
this report. Harry C. Sarrzstetn, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Stewart, F. W., and Haselbauer, P.: Virus Neu- 
tralization Experiments with Rosenow’s and 
Pettit’s Antipoliomyelitic Sera. J. Exper. Med., 
1928, xlviii, 449. 

During the past decade three types of antipolio- 
myelitis sera have been employed in the treatment 
of acute anterior poliomyelitis. These are: (1) the 
sera of convalescent human poliomyelitis; (2) sera 
from horses immunized against the streptococci sup- 
posed by Rosenow and others to be related to those 
causing poliomyelitis; and (3) the Pettit serum pre- 
pared at the Pasteur Institute. The last-mentioned 
product is a serum from sheep or horses supposedly 
immunized against poliomyelitis virus by repeated 
intravenous injections of emulsions of spinal cords 
of monkeys suffering from poliomyelitis. 

From their experiments, the authors reached the 
following conclusions: 

1. The Rosenow antistreptococcus poliomyelitis 
serum, concentrated or unconcentrated, does not 
neutralize the virus of poliomyelitis in monkeys. 

2. The Pettit antipoliomyelitis horse serum neu- 
tralizes the virus only occasionally. 

3. “Immune” sheep sera prepared according to 
the method of Pettit have not neutralized virus 
even when the normal sera of the same animal have 
effected neutralization. 

4. Such neutralizations are difficult to explain 
and should not be confused with the constant virus- 
neutralizing action of both human and monkey 
convalescent sera. 

5. Experimental evidence affords no basis for the 
use of either the Rosenow or the Pettit serum in 
the therapy of poliomyelitis. Samur, Kaun, M.D. 
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EDITOR’S COMMENT 


N unusually large number of abstracts of par- 
ticular interest to the orthopedic surgeon 
will be found in this month’s issue of the 

INTERNATIONAL ABSTRACT OF SURGERY. Osgood 
(p. 271) again calls attention to the frequent 
occurrence of compression fractures of the spine 
and to the fact that they may easily escape recog- 
nition unless a careful roentgenological examina- 
tion is made which includes both anteroposterior 
and lateral exposures. He points out the fact that 
in from 70 to 8o per cent of cases the fracture in- 
volves one of four adjacent vertebra—the two 
lower dorsal and two upper lumbar—and repeats 
what Kuemmell has emphasized so often, that the 
first symptoms of the injury may appear after a 
period of comparative well being, during which 
the possibility of spine injury may remain unsus- 
pected. 

Campbell’s review of the end-results of arthro- 
plasty of the knee, with particular reference to 
twenty-two cases in which from four to nine years 
have clapsed since operation (p. 269), shows what 
splendid results may be obtained by good surgery 
even in unusually difficult cases. One statement 
is of particular interest—that operation following 
acute pyogenic infection of a single knee was suc- 
cessful in from 80 to 94 per cent of cases, but that 
the same operation following virulent osteomye- 
litis extending through the joint was always 
unsuccessful. 

Jones’ recommendations as to the treatment of 
Volkmann’s ischemic contracture (p. 264) carry, 
as do all his statements, the weight of authority. 
Ile has consistently used mechanical extension of 
the joints with the aid of splints, and states that 
he has never had occasion to regret it. He has had 
little experience with operative measures but be- 
lieves that Page and Platt’s operation —detach- 
ment of the flexor muscles from their origin—is a 
logical procedure. In this connection Bailey’s re- 
port of such an operation (p. 267), slightly modi- 
lied, and followed by an almost perfect result, is 
of particular interest. 

The frequency with which stones may be pres- 
ent in the common duct with only mild symp- 
toms of biliary colic, or even without symptoms; 
the fact that infection in the common and hepatic 
ducts may give rise to typical symptoms of stone 


in the ducts and by inflammatory obstruction 
cause considerable dilatation of the common duct; 
and the frequency with which pancreatitis is asso- 
ciated with gall-bladder disease are some of the 
points emphasized by Lahey, Judd, and Jones ina 
symposium on the surgery of the bile passages re- 
cently presented before the Massachusetts Medi- 
cal Society (p. 235). Of 837 operations performed 
in Lahey’s clinic for disease of the biliary tract, 
158 (nearly 20 per cent) were performed on the 
bile ducts. 

In connection with this symposium, Tammann’s 
experimental studies on dogs with biliary fistule 
(p. 236) is of particular interest. He found that 
feeding with ox gall brought about regression of 
the anemia which developed so frequently after 
obstruction of the common bile duct, and that if 
this feeding was begun immediately after the 
formation of the fistula the anemia did not ap- 
pear. He found further that the subcutaneous 
administration of Vitamin D had a very favorable 
effect upon the osteomalacia which develops after 
a few weeks in dogs with biliary fistul. 

The frequency with which gastrojejunal ulcer 
was found in a series of autopsies on patients on 
whom a gastrojejunostomy had been performed 
indicates, as Hurst and Stewart have pointed out 
(p. 226), that this complication probably occurs 
much more frequently than is generally believed. 
Particularly significant is the fact that of forty- 
two cases in the series reported in which at least 
nine months intervened between the operation 
and the patient’s death jejunal or gastrojejunal 
ulcers were found in 52 per cent. 

Gibson’s review of 123 cases of acute perfora- 
tion of the stomach and duodenum (p. 219), Ban- 
croft’s study of the advances of the past ten years 
in the treatment of acute appendicitis (p. 230), 
Poate and Inglis’ report of a case of ganglioneuro- 
matosis of the intestinal tract (p. 225), and the 
Finneys’ report of a successful case of partial re- 
section of the pancreas (p. 237) are some other 
reviews of particular interest in the field of 
abdominal surgery. The importance of the last- 
mentioned, though the original article is very 
briefly epitomized, is self-evident to the surgeon 
familiar with the present-day status of the surgery 
of the pancreas. 
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